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INTRODUCTION 
In one sense, this study was an investigation of the long-term effect of pediatric cancer 
on patients, parents, and healthy siblings. In another sense, this study was an investigation of 
how one family member's coping affects the outcomes of other family members. Documenting 
the stressors of families with pediatric cancer survivors and investigating how each participant's 
coping is related to of outcomes of other family members were the goals of this study. 
Pediatric cancer is stressful for the entire family (Barbarin, 1987; Bracken, 1986). The 
patient experiences a loss of control over his or her life. Early on, these children often experience 
social isolation, stigma, and at least temporary loss of normal activities including school 
(Barbarin, 1987). They are often exposed to painful medical procedures (Bracken, 1986). They 
can suffer significant cosmetic changes such as hair loss (Bracken, 1986). Even more distressing 
are permanent physical changes that are functional in nature such as the loss of a limb (Meadows 
& Hobbie, 1986; Mulhem, Wasserman, Friedman, & Fairclough, 1989) or treatment-related 
cognitive impairment (Barbarin, 1986; Copeland, Fletcher, Pfefferbaum-Levine, Jaffe, Ried, & 
Maor 1985; Mulhem, Wasserman, Friedman, Fairclough, 1989). One of the most distressing 
aspects of pediatric cancer is the uncertainty that comes with the diagnosis (Barbarin, 1987). 
Despite vast improvements in treatment over the last several decades (Triche, 1997), no one 
knows for sure what the future will bring. Whatever the outcome, from diagnosis on, the 
experience of pediatric cancer is very difficult for the patient. According to Barbarin (1987), the 
experience often makes a lasting impact. He notes that even long after treatment has ended, 
cancer survivors can react to life stress in an exaggerated manner. 
When a child is diagnosed with cancer, parents must mobilize the resources necessary to 
meet the demands of the situation. They must find suitable medical care for their ill child. 
Parents must find the time and financial resources to meet treatment requirements. They must 
find environmental supports to help take care of any other children and they must find the 
internal resources to cope with the physical and emotional upset caused by this traumatic 
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experience. Parents of pediatric cancer patients have reported a wide variety of problems 
associated with the cancer experience. These include mood disorders (Gizynski & Shapiro, 1990; 
Hughes & Lieberman, 1990; Shapiro, 1986; Speechiy & Noh, 1992), problems with sleep, 
marital difficulties, sexual dysfiinction (Hughes & Lieberman, 1990), distress related to 
employment and finances (Barbarin, 1987; Hughes & Lieberman; 1990; Vami & Katz, 1987), 
and problems in social relationships (Barbarin, 1987). According to Kazak and Nachman (1991), 
having a child with a life threatening illness is one of the most stressful events a parent can face. 
Patients and parents are not the only family members who face a significant amount of 
cancer-related stress. Healthy siblings of cancer patients also experience a tremendous amount of 
distress as the family deals with cancer. Siblings spend a great deal of time thinking about their 
ill brother or sister and these thoughts cause sadness (Evans, Stevens, Cushway, & Houghton, 
1992). Siblings are often isolated from their families (Cairns et al., 1979; Evans et al., 1992) and 
experience a lack of support from their parents (Barbarin, 1987). Healthy siblings often become 
angry and those feelings frequently turn to guilt (Bendor, 1990). Worst of all, healthy siblings 
report an absence of people that they can talk to about the cancer experience, furthering their 
feelings of isolation and despair (Evans et al., 1992; Kramer, 1981). The research on pediatric 
cancer has shown that it is stressful for the entire family. 
Researchers have been investigating the way individuals cope with stress for some time. 
Originally, the research focused on the number and intensity of stressful life events. This 
research established a small consistent link between the number and intensity of stressful life 
events and health related outcomes (Holmes & Matsuda, 1974). A more recent formulation of 
how individuals cope with stress has focused more on subjective experience (Lazarus & 
Folkman, 1984). Subjective experience in coping research refers to relying on each participant to 
determine the valence and intensity of a stressor. This is in contrast to the life event approach of 
Holmes and Rahe (1967) that used an established scale of stressor intensity. The inclusion of 
subjective experience was intended to account for individual differences in outcomes across 
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different people experiencing the same stressful event. This approach has met with only limited 
success (Carver & Scheier, 1994). 
The typical approach to studying coping with a phenomenon such as pediatric cancer is 
to ask each participant individually how he or she coped with a specific event or how he or she 
copes in general. Coping is then used to predict outcomes for the individual. However, theorists 
such as Minuchin (1974, Minuchin & Nichols, 1993) suggest that in a family, stressful life 
events experienced by one member can have a profound effect on other family members. 
McCubbin (see McCubbin & McCubbin, 1993) has developed a theory of family stress and 
coping that is consistent with this observation. McCubbin's approach borrows from the 
theoretical formulation of Lazarus (Lazarus & Folkm£m, 1984) in that it relies heavily on the 
subjective experience of family members. The family-focused approach uses family-based 
measures for assessment of stress and coping. Typically, measurement involves asking one 
member to report about the perceptions and experiences of the entire family. For example, 
mothers would be asked to report on family coping and this report would be used to predict the 
outcomes of family members. However, a focus at the family level misses important information 
about how the individual members deal with stressful events. 
Recently, research has attempted to find a middle ground between focus on the 
individual and focus on the entire family. This method expands on the existing methods by 
including perceptions of other family members' coping along with the coping reports of the 
individual. In other words, instead of relying on only one member's perception it asks, for 
example, both members of a couple to report their own coping as well as how their partner coped 
with an event. This method has been used with some success in predicting relationship 
satisfaction in couples (Ptacek & Dodge, 1995) and to predict the mental health of a sample of 
older cancer survivors (Ptacek, Ptacek, & Dodge, 1994). This approach improves on the use of 
individual self-report and the approach that uses one family informant to report on all family 
members by including the reports of multiple informants on the constructs of interest. 
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The main objective of this study was to collect data about family coping with pediatric 
cancer from multiple family members. Not only did each member report on his or her own 
coping, each person also was asked to report on other family members' coping. Both self-report 
and report-of-other coping were used to predict mental and physical health outcomes. This study 
also documented the relations between changes in stressful life events and outcomes over time 
for parents and healthy siblings of long-term pediatric cancer survivors, information lacking in 
the existing literature. 
The literature review covers several pertinent areas of research. The reader is given a 
brief review of the more common cancer types suffered by children and treatment methods. This 
is followed by findings from the literature related to the stressors, distress, and outcome 
predictors for patients, parents, and siblings coping with pediatric cancer. The review provides a 
brief summary of relevant stress and coping theory. Lastly, a short presentation of my own recent 
work that formed the foundation for the current study is presented. 
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LITERATURE REVIEW 
Pediatric Cancer 
Cancer is referred to as a single disease but it is manifested in over 100 forms (Bracken, 
1986)'. The most important communality among the various forms of cancer is that they all 
involve the uncontrolled growth of abnormal body cells. In the human body, old cells are 
constantly being replaced by new cells. Cancer cells reproduce faster than the old cells die, 
creating an over-abundance of cells. These excess cells interfere with the body by disrupting 
organ function or by displacing normal body cells. 
Cells can sometimes grow together into masses called tumors. Tumors can be cancerous 
or non-cancerous. Cancerous tumors are also called malignant. Non-cancerous tumors are 
referred to as benign. Unlike benign tumors, cancerous tumors tend to grow very fast, spread to 
adjacent areas of the body, and contain many cells that are dividing at the same time. While the 
tissue in benign tumors often closely resembles normal body tissue, this is not true for malignant 
tumors. Cancerous tumors are often drastically different in appearance from normal body tissue 
(Bracken, 1986). 
Cancer cells can break off of malignant tumors and spread to other areas of the body. 
These cells often attach to other parts of the body causing new tumors to grow. The new tumors 
are called metastases. Cancer can begin to metastasize when a tumor is as small as one-half inch 
in diameter. Frequently by the time a tumor is detected, the cancer has spread to other parts of 
the body (Bracken, 1986). 
A large scale study to determine the incidence and prevalence of cancer in children for 
the years 1973 to 1988 was conducted by the National Cancer Institute. Applying those incidence 
figures to age-adjusted population figures, Hammond (1997) reported that approximately 11,000 
U.S. children and adolescents under age 20 were diagnosed with cancer in 1991. He reported that 
1 in 333 persons in the United States is diagnosed with some form of cancer before age 20. 
' The information for this section was largely taken from Bracken (1986). Exceptions will be noted in the text 
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Hammond reported estimates that survivors who were cured of cancer during childhood number 
1 in every 1,000 persons between the ages of 15 and 45. This number could reach 1 in every 250 
persons by the year 2010 (Hammond, 1997). 
Types of Childhood Cancer 
The types of cancer that are common in children are not the same as those most often 
found in adults (Triche, 1997). According to statistics published in 1986 (Triche, 1997; Young, 
Gloeckler-Ries, Silverberg, Horm, & Miller, 1986) leukemia was the most common type of 
cancer in children under 15 years of age. Between the years of 1973 and 1982, 40 percent of all 
cancers in Caucasian children were leukemia. Brain and central nervous system cancer 
accounted for an additional 24.5 percent in this population followed by lymphomas (16.4 %), 
cancers of the sympathetic nervous system (10.5%), soft tissue sarcomas (8%), kidney (7.8%), 
and bone cancer (6.3%) (Triche, 1997; Young et al., 1986). Although no statistics were located 
for non-white children. Bracken (1986) reported that pediatric cancer afflicts more white than 
black children and more males than females. She further stated that there is currently no 
explanation for these differences. 
Childhood cancer is basically a genetic disease. Several genes have been identified as 
contributing to the onset of most childhood cancers (Triche, 1997). Scientists have been able to 
genetically induce comparable tumors in mice through gene manipulation. Gene research has 
made great strides in identifying specific genes responsible for specific cancers. This research 
has resulted in seven tumors of childhood being positively connected to family genetics (Triche, 
1997). 
Interestingly, the cancers that account for the highest number of adult deaths do not 
represent a significant percentage of child cancers. Carcinoma represent 81 percent of all cancers 
in adults but only 2 percent of the cancer in children (Triche, 1997). The leading cause of cancer 
related deaths in adults is lung cancer, followed by breast and prostate cancer (American Cancer 
Society, 1995). 
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The next several sections present brief descriptions of the most common childhood 
cancers including symptoms found in the child and treatments for cancer. This discussion is 
intended to give the reader a general sense of the kinds of stressors with which a family must 
deal when they have a child with cancer. 
Leukemia. Leukemia is the most frequently occurring childhood cancer (Triche, 1997). 
Leukemia is cancer of the blood manufacturing organs. It causes the body to make a significant 
number of cells that do not mature or function properly in the body. These cells interfere with the 
production of normal functioning cells. There are several different types of blood cells. All have 
roughly the same beginning but mature to serve a different function in the body. Red blood cells 
(erythrocytes) deliver oxygen to the body. Platelets (thromocytes) help the blood clot. White 
blood cells come in different varieties but basically all work as part of the body's immune 
system. Granulocytes surround bacteria and cell waste. Lymphocyte cells destroy viruses, fungi, 
and bacteria directly or act as communication devices that mobilize other cells to destroy the 
intruders (Bracken, 1986). 
The most common leukemia, acute lymphocytic leukemia (ALL) accounts for about 
25% of all cancer in children. For children who have ALL, immature white blood cells fill the 
bone marrow, first displacing healthy cells and eventually entering circulation. These immature 
cells keep the body from producing enough healthy cells, causing many symptoms in the child. 
The child with ALL will become tired and listless due to the lack of oxygen-carrying 
erythrocytes. The child often has problems with nose and gum bleeding because of the lack of 
thromocytes and is very susceptible to infections because of a lack of healthy white blood cells 
(Bracken, 1986). Treatment of ALL has improved significantly in the last 3 decades. At one time 
ALL was nearly always fatal. Currently the survival rate for children with this diagnosis has 
reached over 50 percent (Hammond, 1997). 
Central nervous system cancers. The second most common type of cancer in children are 
tumors of the central nervous system (CNS) including the brain. The brains of infants and young 
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children are developing at a rapid rate and this makes them very susceptible to damage from a 
tumor. Progress in treating brain cancer has been less dramatic than the improvements in the 
treatment of other cancers. However, the improvements that have been made in surgery and 
radiation treatments have helped increase the length of survival time for children diagnosed with 
brain cancer (Bracken, 1986; Hammond, 1997). 
Symptoms caused by CNS tumors depend on the site of the tumor. The most common 
site of brain tumors in children is the cerebellum. The cerebellum is responsible for voluntary 
movement and balance. One of the early consequences of the development of a tumor in the 
cerebellum is a disruption of the flow of cerebrospinal fluid. This can cause an increase in 
pressure in the skull that results in symptoms such as headaches, irritability, and vomiting. 
Hydrocephalus is a common result of brain cancer and is a major threat to the life of the patient 
(Bracken, 1986). 
Neuroblastoma. Neuroblastoma is one of the most common forms of childhood solid 
tumors, typically occurring in very young children. This cancer arises in the sympathetic nervous 
system and spreads very quickly. Until recent improvements in treatment, neuroblastoma was 
nearly always fatal. Symptoms that develop in children with this form of cancer include 
listlessness, high blood pressure, loss of appetite, painful abdominal swelling, and bruising or 
hemorrhaging around the eyes (Bracken, 1986). 
Lymphoma. Lymphoma is cancer of the lymphatic system. The lymphatic system 
involves a series of nodes and tubes that help drain fluid from body tissues. Although there are 
several types of lymphoma, this diagnosis falls broadly into two categories: Hodgkin's and non-
Hodgkin's lymphoma. Hodgkin's lymphoma, better known as Hodgkin's disease, tends to affect 
the peripheral nodes like those in the neck. Non-Hodgkin's lymphoma refers to those lymphatic 
cancers that are not Hodgkin's disease (Bracken, 1986). 
Broadly speaking, a child with Hodgkin's disease can experience an enlarged liver and/or 
spleen, abdominal pain, fatigue, sore throat, difficulty in breathing, and pain resulting from 
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pressure on nerves caused by enlarged organs or nodes. Symptoms from non-Hodgkin's 
lymphoma depend on the site of the cancer. Common symptoms include painless swelling of the 
lymph nodes in the armpit, neck or groin, skin lumps or rashes, swollen tonsils, abdominal 
swelling, fever, weakness, loss of appetite, bone pain, fluid retention, and/or a swollen liver or 
spleen (Bracken, 1986). 
Wilm's tumor. Wilm's tumor is a cancerous growth that originates in the kidneys. This 
cancer is typically found in children younger than 15 and is rare in adults. Wilm's tumor is very 
different from the cancers found in adult kidneys. There is now compelling evidence of heredity 
for Wilm's tumor (Triche, 1997). In the vast majority of children suffering this affliction, the 
cancer is only found in one of the kidneys. Symptoms of this form of cancer include blood in the 
urine, weakness, fever, loss of appetite and pain in the abdomen (Bracken, 1986). 
Bone cancer. The majority of childhood bone cancers result from metastases from other 
cancers. The most common type of primary bone cancer is called osteosarcoma. Osteosarcoma 
typically originates at the ends of large bones of the arm and leg. Wherever it originates, it 
quickly spreads to surrounding body tissues. The major symptom of osteosarcoma is swelling in 
the affected joint and pain. Despite improvements in the treatment of bone cancer, cure often 
involves amputation of the affected limb (Bracken, 1986). 
Other cancers. There are a number of other cancers that occur infrequently among 
children. They include retinoblastoma (cancer of the retina), soft tissue sarcomas (cancers of the 
muscle, connective tissue, blood vessels, and fat), teratoma (pre-birth tumors), kidney tumors 
other than Wilm's tumor, lung and bronchial tumors, colon cancer, rectal cancer, heptocarcinoma 
(liver cancer), malignant melanoma (skin cancer), and cancers of the reproductive system. Like 
all cancers, when they do occur they cause a great deal of distress in the patients and their 
families (Bracken, 1986). 
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Treatment of Childhood Cancer 
For those facing pediatric cancer, the onset of symptoms is the beginning of a long and 
arduous struggle for the entire family. Once cancer has been diagnosed, a decision on treatment 
is made. It is frequently the treatment of cancer that causes the greatest physical distress in 
cancer patients (Bracken, 1986). This section will provide a description of the different methods 
of cancer treatment and the complications that can arise from each treatment method. 
The treatment of childhood cancer includes three basic forms: surgery, radiation 
treatment, and chemotherapy. Treatment of cancer typically involves the use of more than one 
method and often all three methods are used. In addition to treatment for the cancer itself, 
patients often receive treatment for complications that arise due to the treatment of the cancer 
such as antibiotic treatments to ward off infections (Bracken, 1986; Hammond, 1997). 
Surgerv. According to Bracken, (1986), surgery is the oldest and most commonly used 
treatment for cancer patients with solid tumors. Surgery involves extracting as much of a solid 
tumor as can be safely removed. Children tend to respond well to surgery and recover very 
quickly. Therefore, surgery is often a good choice for this population. However, surgery is rarely 
used alone (Triche, 1997). Because it is impossible to be sure that surgery has removed all of the 
cancer cells, radiation, chemotherapy, or a combination of the two are used after surgery to 
insure that all of the cancerous cells have been destroyed (Bracken, 1986). 
Radiation treatment. Radiation therapy has been improved substantially in the last 30 
years. Radiation therapy is used in nearly half of all childhood cancer cases. Like surgery, 
radiation is most often used in the early stages of treatment. Radiation can be used either as an 
adjunct to surgery, or as the primary mode of tumor removal if factors such as placement of the 
tumor make surgery a poor choice. Radiation therapy involves introducing energy to the cancer 
cells either in the form of X-rays or the application of radioactive isotopes. The irradiation 
process works by interfering or stopping the ability of cells to divide and/or mature (Bracken, 
1986). 
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Cells, regardless of whether they are cancerous or not, differ in their sensitivity to 
radiation. Typically, the sensitivity of the cancer cells to radiation is similar to that of the cells 
from which they arose. However, sensitivity to radiation is related to malignancy. Specifically, 
the more malignant a cell is the more sensitive it is to radiation. Due to differences in sensitivity, 
certain parts of the body are also better candidates for radiation than others. For example, 
radiation therapy is typically avoided in the areas of the lungs, kidneys, intestines, testicles and 
ovaries because healthy tissues in these areas are easily harmed by radiation treatment (Bracken, 
1986). 
One of the benefits of irradiation over surgery is that mutilation of the patient's body can 
be avoided. Also, radiation does not cause pain in the patient, treatments are not time-
consuming, and body function can be preserved where surgery might destroy it. As X-ray 
equipment becomes more precise and effective radiation doses decline, radiation treatment will 
continue to improve the chance of survival of cancer patients and side-effects from this form of 
treatment will be reduced (Bracken, 1986; Hammond, 1997). 
Chemotherapy. Like radiation therapy, treatment of cancer by chemotherapy has been 
improved significantly in the last three decades (Triche, 1997). The improvements in 
chemotherapy and radiation treatment are the primary reasons for the increased survival rate of 
childhood cancer sufferers (Hammond, 1997; Triche, 1997). The term chemotherapy refers to 
treatment of a disease or a disorder with drugs. The primary advantage of chemotherapy over 
both surgery and radiation treatment is that drugs are not limited to a specific treatment site. 
Once introduced into the body, the drugs are free to travel throughout the body, killing cancer 
cells that have migrated far away from the site of the primary tumor (Bracken, 1986) 
Because cancer cells can become resistant to individual chemicals, chemotherapy 
typically involves the simultaneous administration of a variety of cancer killing agents. 
Treatment by chemotherapy must be closely monitored because the drugs kill healthy cells 
needed to sustain life as well as the cancer cells. Blood tests and physical examinations help 
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doctors set the appropriate amount of drugs for individual patients to insure the maximum 
effectiveness of the treatment while guarding against untoward health problems (Bracken, 1986). 
Treatment via chemotherapy differs greatly with regard to frequency and duration of 
treatment. Frequency of treatment can range from daily to monthly and treatment can be as short 
as three months or as long as three years. Type and location of the cancer, patient response to 
treatment, and the severity of side effects all combine to determine the frequency and length of 
treatment (Bracken, 1986). 
Stressors Related to Pediatric Cancer 
Regardless of the method, the process of killing cells inevitably results in undesired side 
effects. These side-effects cause both short and long term consequences with which both the 
patient and family must cope (Bracken, 1986). Investigating the methods used by families to deal 
with the stress caused by pediatric cancer was an important goal of this study. 
Stressors Facing Pediatric Cancer Survivors 
Despite the advancements made in the techniques used to treat cancer and the 
corresponding increased rate of survival, cancer and its treatment are not without considerable 
costs. Some of the most significant difficulties related to coping with childhood cancer are 
caused by the side effects of the treatment (Hammond, 1997). Side effects of cancer treatment 
fall broadly into two classes; early and late effects. Early and late effects are both physical and 
psychological in nature and vary depending on many factors including type of cancer, age of the 
child at diagnosis, and the tj^je of treatment received (Bracken, 1986). 
E^rly gffggts 
Physical effects. Cancer treatment can cause a variety of immediate physical problems 
that the patient and family must face. These early effects can include loss of a limb or other 
forms of disfigurement, loss of hair, pain, nausea, diarrhea, constipation, fatigue, headaches, 
mouth and/or stomach ulcers, weight gain or loss, weakness, loss of coordination, nerve damage, 
increased sensitivity to the sun, heart damage, or skin rashes. Additionally, children who undergo 
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cancer treatment often experience a protracted absence from school, at least temporary loss of 
peer relationships, and extended absence from home and family. This list is not meant to be 
comprehensive, but provides examples of the most common effects of treatment (Bracken, 
1986). 
Psychological effects. The early physical effects almost always lead to psychological 
distress. Obviously, the loss of a limb and separation from loved ones is traumatic for anyone. 
However, significant changes in life circumstances can be especially difficult for children. For 
pediatric cancer patients, common psychological reactions to early physical symptoms and side 
effects include depression, anger, fear, guilt, anxiety, and a loss of self-esteem ( Bracken, 1986). 
For some children these reactions are temporary; as physical ftinctioning returns, the 
psychological difficulties also remit. For example, a child who looses all of her hair can 
experience an intense feeling of loss. As her hair returns, feelings of loss tend to subside. 
However, for some children, their losses are not temporary and they must find new ways of 
living with the permanent physical changes caused by cancer and its treatment. For example, a 
child who looses a limb or suffers some other significant disfigurement is faced with a very 
difficult task in adjusting to undesired life circumstances (Bracken, 1986). 
Late Effects 
Not all of the effects of cancer treatment are known at the time that the treatment is 
given. Late effects are those complications that arise later, sometimes years after the cancer 
treatment has ended. These late effects can cause a great deal of stress for families dealing with 
pediatric cancer (Bracken, 1986). 
One reason that all of the effects of cancer treatment are not immediately known is that 
certain organ systems are not fully developed at the time that treatment is given. This makes it 
impossible to determine what effect, if any, the treatment has had on these yet undeveloped 
systems. Two organ systems that seem to be especially vulnerable to late effects are the 
reproductive system and the central nervous system, especially the brain (Bracken, 1986). 
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General physical effects. The treatment of cancer can cause significant physical changes 
that last a lifetime. Mulhem and his colleagues (Mulhem et al., 1989) surveyed 107 male and 76 
female survivors of pediatric cancer who had been free of cancer symptoms for over two years. 
These authors found that 65% of this sample had some cosmetic abnormalities while 37% 
reported some form of functional distress. The list of chronic physical problems reported by this 
sample included poor eye-sight, problems with weight control, unsightly scars, dental problems, 
and hearing loss. Meadows and Hobbie (1986) tracked 200 cancer survivors during their return 
to a clinic for routine follow-up visits. Obesity, short stature, and gonadal failure were three of 
the more common complaints of these survivors. In addition, 2 of the original 200 participants 
had died of treatment related complications. 
Sterility. Sterility is a possibility for cancer survivors. Certain types of radiation and 
chemotherapy can damage the reproductive system of children in ways that cannot be known 
until the system reaches maturity. Even when a boy or girl reaches adolescence, it may not be 
immediately apparent whether his or her reproductive system has suffered significant damage. It 
is often only when these survivors try to reproduce that these losses become apparent (Bracken, 
1986). 
The possibility that cancer treatment might prevent a survivor from one day parenting 
children is very stressful (Fritz, Williams, 1988). Fritz and Williams' sample reported a 
significant level of distress with regard to the possibility of sterility caused by cancer treatment. 
These cancer survivors perceived themselves as less attractive to others because of an 
uncertainty about their ability to reproduce, something most people their age are able to take for 
granted. The possibility of sterility causes considerable disruption in the normal courtship 
process for many cancer survivors (Fritz & Williams 1988). Pediatric cancer survivors in the this 
study reported an almost universal discomfort about discussing their cancer experience with the 
opposite sex. 
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Cognitive impairment. Despite the improvements in chemotherapy and radiation 
treatment, both can cause significant damage to the brain. This damage is often not apparent until 
later in life. The brain is not fiilly developed until sometime late in adolescence. The introduction 
of radiation or chemicals that kill cells can impair brain development. Risk of cognitive 
impairment varies with the type of treatment, the age of the child at the time of treatment, and 
the vulnerability of the particular brain systems or structures that are developing at the time of 
treatment (Bracken, 1986). 
Studies have demonstrated that specific types of treatments place the patient at risk for 
later cognitive deficits. Several studies reported learning difficulties related to cancer treatment 
(Barbarin, 1987; Copeland, et al., 1985; Mulhem et al., 1989). By contrast, in a study of pediatric 
Hodgkin's survivors, the mean school performance was at or exceeded grade level despite the 
fact that this sample missed a mean of 6 months of school (Wasserman, Thompson, Wilimas, & 
Fairclough, 1987). For this sample, the treatment for pediatric Hodgkin's disease did not cause 
significant cognitive impairment. 
Copeland and his colleagues (Copeland, et al., 1985) administered a battery of cognitive 
tests (e.g., WTSC-R, Trail Making Test) to 75 cancer survivors divided into three groups based 
on type and site of treatment. These authors found that the group who had undergone central 
nervous system irradiation fared far worse than the two groups who had not been treated with 
CNS irradiation. They found that the mean achievement for full-scale IQ in the CNS irradiated 
group was more than 14 points lower than the other two groups. This is consistent with other 
research that reported significant cognitive impairment for pediatric cancer survivors who had 
received CNS irradiation (Mulhem, et al., 1989). Although Copeland et al. (1985) were unable to 
rule out the possibility that the three groups in their study were significantly different prior to 
treatment, the demographic similarities between the groups suggest that the differences found 
were most likely due to CNS irradiation. 
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Certain types of chemotherapy have also been associated with cognitive impairment. 
Meadows and Hobbie (1986) reported that certain alkylating agents used in chemotherapy were 
related to later cognitive impairment. As mentioned earlier, no matter how it is accomplished, 
the process of killing healthy cells presents a significant risk to the health and development of 
the child (Bracken, 1986). 
Other cancers. One of the most devastating late effects that cancer treatment can cause is 
the development of another cancer. It seems ironic, but the very treatment that saves a child from 
the devastating effects of cancer can also cause another cancer to grow. Second cancers are often 
not truly relapses. Second cancers are frequently a different class of cancer and can be in a 
completely different part of the body. Regardless of how it is caused or where it originates, a 
second cancer can have a shattering effect on a family (Bracken, 1986). 
As doses of radiation increase, so does the risk for later malignancies. Meadows and 
Hobbie (1986) reported that as the dose increased from 1,000 to 6,000 rads, the risk of 
developing additional cancers increased from 7 to 40-foId. These authors also reported that 
younger patients who received radiation treatment were at higher risk for developing significant 
health problems later in life than those who received radiation at an older age. 
Perceptions of others. Another situation that is likely to cause stress for the cancer 
survivor is the perceptions of others about survivors' limitations and abilities. Stem and Arenson 
(1989) conducted an interesting experiment regarding the perceptions college students hold 
about pediatric cancer survivors. These authors showed undergraduates and medical students a 
videotape of children. In one condition, the children in the video tapes were identified as healthy. 
In the other condition, the children were identified as cancer survivors. The video tapes were 
identical; only the information about the children varied. The label given to the children had a 
significant effect on the ratings assigned to the children. Research participants rated children in 
remission lower in social skills, cognitive competence, physical activity, overall behavior, and 
less likely to adjust well to the fiiture then those not identified as cancer survivors. This 
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difference in perceptions was consistent across both undergraduates and medical students with 
one exception. Medical students were more optimistic than undergraduates about the cancer 
survivors' future. Stem and Arenson suggest that the perceptions people hold about cancer can 
have a negative impact on the lives of pediatric cancer survivors. 
Parent Stressors 
The experience of pediatric cancer seriously disrupts normal family life (Barbarin, 
1987). As primary caretakers and providers, parents experience a great deal of stress living with 
a child who has cancer. The demands of medical care produce a variety of stressors. Parents 
experience interpersonal, intellectual, financial, and existential stress from the demands of 
securing medical care for their ill child (Barbarin, 1987). Additionally, the uncertainty of their 
child's future is a significant cause of stress for these parents. 
Parent stress related to diagnosis and treatment of cemcer is well documented. Hughes 
and Lieberman (1990) gathered data from 18 sets of parents regarding their experiences. Parents 
in this study identified many different activities that were very stressful. As might be predicted, 
hospital admissions were identified as being extremely stressful for these parents. One of the 
most stressful parts of hospital admissions was also identified as causing stress across all aspects 
of securing treatment: waiting. Waiting for the doctor during outpatient visits, waiting for a 
fasting child to be able to eat, waiting for their child to be discharged from the hospital, waiting 
for test results, waiting while the child receives treatment, and waiting to hear the outcome of a 
medical procedure were all stressful for parents (Hughes & Lieberman, 1990). 
Having a child with cancer also creates a strain on family finances (Barbarin, 1987; 
Hughes & Lieberman; Vami & Katz, 1987). Hughes and Lieberman (1990) found that the cost of 
travel, hotels, meals, and loss of income suffered by their sample was a considerable stressor. 
Additionally, these authors reported that the lowest paid workers are typically most likely to lose 
income for taking time off from work. Vami and Katz (1987) reported that it is not uncommon 
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for parents of pediatric cancer patients who take off a great deal of time to lose their jobs. When 
this occurs, it puts a tremendous stress on parents and the entire family. 
Family members' reactions to the cancer were reported to cause stress for parents. 
Hughes and Lieberman (1987) reported that parents experienced negative reactions regarding the 
cancer experience from both the patient and his or her healthy siblings. Parents' reported that a 
certain amount of negativity was expected and that they were able to cope fairly well with the 
expected reactions. However, extreme reactions from either the cancer patients or their siblings 
caused considerable stress for the parents. 
The reality that no one can say for certain what will happen to their ill child is very 
difficult for parents to deal with. From diagnosis through treatment, parents are constantly faced 
with a number of factors that can change without warning. For example, treatment effectiveness, 
patient response to treatment, early effects and late effects can only be know as time passes. 
Thus, the severity of the threat and the uncertainty of the outcome combine to create tremendous 
amount of stress for parents. 
Pediatric cancer does not occur in a vacuum. Vami and Katz (1987) reported that there 
are frequently other concurrent stressors that the family must face while dealing with pediatric 
cancer. These authors found that a significant number of the families in their sample had to cope 
with events that were not directly caused by the cancer treatment. Examples of these events 
included the death of another child with cancer (e.g., fnend or acquaintance of the ill child), the 
hospitalization of another family member, changes in occupation, and changes in recreation or 
vacation plans (Vami & Katz, 1987). 
No studies were located that described or measured the specific stressors faced by 
parents dealing with long-term pediatric cancer survivors. However, understanding the late 
effects of cancer treatment and the uncertainty as to whether any effects might appear suggest 
that the stress of having a child with cancer lasts long after treatment ends. One of the goals of 
this study was to document stressors faced by parents of longer term pediatric cancer survivors. 
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Sibling Stressors 
Having a brother or sister with cancer is a very stressful event for the healthy siblings 
(Cairns et al., 1979; Evans et al., 1992; Horwitz & Kazak, 1990; Walker, 1988). Research by 
Cairns and her colleagues (Cairns, et al., 1979) found that siblings of pediatric cancer patients 
were often more distressed about the cancer than the ill family member. These authors found that 
having an ill brother or sister caused healthy children to become concerned with their own 
health. Poorer psychological adjustment among siblings than among the patients themselves has 
also been reported by other researchers (Spinetta & Deasy-Spinetta, 1981). 
With regard to specific stressors, the literature investigating sibling response to pediatric 
cancer is sparse. Walker (1988) used structured interviews to identify stressors and coping 
strategies of siblings. She did not report the specific stressors that she found in her sample. 
However, she did report stressor themes which included loss, fear of death, and change. Caims' 
group (Caims et al., 1979) reported that siblings were stressed by being isolated from the family, 
lack of parental support, perceptions that their parents were paying too much attention to their ill 
sibling, fear of confronting their parents with negative emotions, and, for older siblings, fear of 
failure (e.g., failure at school, failure in personal relationships). Evans and his colleagues (Evans 
et al., 1992) found that a lack of information, negative comments from classmates, separation 
from parents, and the lack of a person to discuss cancer related concerns were all stressful for 
siblings. 
One study used sibling support groups to collect information about the stressors faced by 
this population (Bendor, 1990). The purpose of these groups was to provide an atmosphere 
conducive to expression of negative feelings. Bendor reported that these siblings suffered from 
parental deprivation, unfair treatment by their parents, anger, and fear of death. Bendor 
concluded that interventions for siblings should be included in pediatric cancer treatment. 
The literature on stressors faced by pediatric cancer patients and their families 
documents that the cancer experience is difficult for all family members. As mentioned above. 
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patients go through a long and often painful treatment process that frequently leads to permanent 
physical changes to which they are forced to adjust. Parents experience a tremendous amount of 
stress including interpersonal, intellectual, financial, and existential stress (Barbarin, 1987). 
Healthy siblings also face many different stressors including isolation from their family, lack of 
parental support, and perceptions that their parents pay too little attention to their and too much 
attention to their ill sibling. Having reviewed the literature on stressors faced by patients and 
family members, the next section presents a review of the literature that has investigated the 
psychological reactions of pediatric cancer patients, parents, and healthy siblings. 
Psychological Reactions of Patients and Family Members 
The specific stressors caused by the experience of pediatric cancer are different for 
patients, parents, and healthy siblings. Not surprisingly, the psychological reactions of family 
members also differ. This section begins with a review of the psychological reactions of pediatric 
cancer patients. This discussion is followed by sections that present information on the 
psychological reactions of parents and healthy sibling related to the experience of pediatric 
cancer. 
Psychological Distress in Pediatric Cancer Survivors 
Depression. One form of distress that has been studied in pediatric cancer patients is 
depression. Fritz and Williams (1988) reported that depression was uncommon in pediatric 
cancer survivors. They found that when present, depression was typically associated with relapse 
requiring a second surgery or treatment. Research by Gizynski and Shapiro (1990) and Kaplan 
and his colleagues (Kaplan, Busner, Weinhold, & Lenon, 1987) both found that self-reports of 
depression in pediatric cancer patients tended to ebb and flow with the rise and fall of cancer-
related symptoms and treatment. Several studies have reported that the incidence of self-reported 
depression was lower for cancer survivors than for healthy controls (Fritz & Williams, 1988; 
Greenberg, Kazak, & Meadows, 1989; Kaplan et al., 1987; Wortchel, Nolan, Wilson, Purser, 
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Copeland, & PfefFerbaum, 1988). Judging from the self-reports of the survivors, depression is 
not common for this population unless relapse occurs. 
Canning and her colleagues (Canning, Canning, & Boyce, 1992) investigated the 
occurrence of depression in adolescent cancer survivors and a group of healthy peers. Consistent 
with the research reported above, these authors found less self-reported depression in the cancer 
survivors than in the healthy controls. However, Canning and her colleagues reported that over 
half of the survivor sample had developed what these authors called a repressive reporting style. 
This style was operationally defined as a pattern of consistently reporting minimal levels of 
subjective distress or anxiety despite evidence from parents and health care professionals to the 
contrary. Canning's group hypothesized that the cancer survivors had developed this style while 
actively engaged in cancer treatment to enable them to deal with its many discomforts. They 
believe that this reporting style accounts for the low rates of self-reported depression among 
cancer patients. 
The findings of Canning's group are further supported by the work of other researchers. 
Wortchel and her colleagues (Wortchel et al., 1988) conducted interviews with childhood cancer 
survivors. Clinical interviews showed that 25% of their sample suffered from depression. 
However, based on self-report measures, the cancer survivors in their study reported less 
depression than did normal controls. Kashani and Hakami (1982) reported a similar discrepancy 
between the results of clinical interviews and self-reported depression in pediatric cancer 
survivors. These authors found that parents and nurses rated the survivors higher in depressive 
symptoms than did the patients themselves. Physicians in this study differed significantly from 
the patients when asked to rate whether the patients were getting better. Whereas 43 percent of 
physicians reported that the patients were improving, 99 percent of the patients said that they 
were getting better. Canning and her colleagues (Canning et al., 1992) warn researchers that this 
overly optimistic style of coping may influence the data gathered from cancer survivors with 
regard to self-reports of distress. 
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Other types of distress. Research has identified other forms of psychological distress in 
cancer survivors. Greenberg and her colleagues (Greenberg at al., 1989) found that cancer 
survivors reported poorer self-concepts, lower perceived social status in school, less happiness, 
more anxiety, and less perceived popularity than age matched controls. Cancer survivors were 
also more likely to report an external locus of control. However, similar to the findings for 
depression, cancer survivors' overall self-ratings of distress were not significantly different from 
those of the controls. Greenberg and her colleagues suggest that the use of denial as a coping 
strategy is the most likely explanation for the discrepancy between reports of specific distress 
(e.g., less perceived popularity) and overall ratings of distress. 
Parent Distress 
Coping with a child who is gravely ill is one of the most stressful events that a parent can 
face (Kazak & Nachman, 1991). The descriptive literature is replete with illustrations of distress 
found in these parents. The nature of the distress suffered by many parents has changed over the 
years. As treatment methods have improved, the experience of parents has changed from 
preparing and grieving for their child's imminent death to the difficulties that come from having 
to adjust family routines, work schedules, social relationships, and expectations for the ill child 
(Barbarin, 1987; Hammond, 1997). Mood disorders, sleep disturbance, marital disharmony, 
sexual dysfunction, occupational difficulties, and problems in social relationships are examples 
of the psychological problems suffered by these parents (Barbarin, 1987). 
Interviews with parents dealing with pediatric cancer have generally supported the 
information provided in the scientific literature. Hughes and Lieberman (1990) conducted in-
depth interviews with 8 sets of parents and 2 mothers facing childhood cancer. They found that 
at least one parent in each family was experiencing either significant levels of anxiety or somatic 
symptoms up to one week prior to each physician visit. In other words, parents in this study were 
exhibiting symptoms for as many as 7 days prior to taking their ill child to the doctor. These 
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authors concluded that the rigors of dealing with a child's serious illness can take a tremendous 
toll on parents' well being. 
Several studies reported the presence of psychiatric symptoms in parents dealing with 
childhood cancer. Specifically, depression (Gizynski & Shapiro, 1990; Hughes & Lieberman, 
1990; Shapiro, 1986; Speechly & Noh, 1992) and anxiety (Dolgin, Phipps, Harow, & Zeltzer, 
1990; Hughes & Lieberman, 1992; Speechly & Noh, 1992) were reported to be present in parents 
in a significant number of the studies. These psychiatric symptoms were related to a variety of 
negative outcomes for these parents (e.g., poor communication, marital difficulties). 
The experience of having a child with cancer was found to be related to distress in the 
marital relationship. In the Hughes and Lieberman (1990) study, a temporary loss of sexual 
interest was common post-diagnosis, although normal functioning returned for most couples 
within two months. Half of the couples reported growing closer because of the experience, while 
the other half reported a deterioration in their marriages. 
No studies were located that documented the distress suffered by parents of long term 
survivors of pediatric cancer. One of the goals of the current study was to exjunine the level of 
distress suffered by this population. 
Sibling Distress 
Very few studies were located that investigated the distress suffered by the siblings of 
pediatric cancer patients. Interestingly, this lack of empirical research mirrors reports found in 
the descriptive literature which characterizes the siblings of cancer patients as forgotten children 
(Barbarin, 1987; Spinetta & Deasy-Spinetta, 1981). 
Having a brother or sister with cancer is a source of considerable distress for the ill 
child's siblings. Evans and his colleagues (Evans et al., 1992) found that healthy children spent a 
good deal of time thinking about their ill sibling and that these thoughts produced sad feelings 
for the majority of the sample. Other negative feelings of healthy siblings include anger, 
resentfulness, and withdrawal ( Gizynski & Shapiro, 1990). Cairns and her colleagues (Cairns et 
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al., 1979) reported that the siblings in their study were suffering from considerable amounts of 
anxiety, isolation, and fear for their own health. Spinetta and Deasy-Spinetta (1981) reported that 
siblings are often less well adjusted than the cancer patients themselves. These studies strongly 
suggest that having a brother or sister with cancer can cause significant distress. 
Not all of the literature located painted such a negative picture with regard to sibling 
distress. Some researchers suggest that having a brother or sister with cancer can have a positive 
impact on healthy siblings (lies, 1979). Horwitz and Kazak (1990) found that siblings of cancer 
patients had fewer behavior problems and higher scores on a prosocial behavior scale (e.g., more 
helping, giving, praising, sharing, and showing affection) than children in a comparison group. It 
seems likely that having an ill brother or sister places healthy siblings in a position to learn 
prosocial behaviors earlier than children who do not have a gravely ill sibling. 
No studies were located that documented the distress suffered by healthy siblings of long 
term survivors of pediatric cancer. One of the goals of this study was to investigate the level of 
distress suffered by this population. 
Variables Related to Outcomes for Families Facing Pediatric Cancer 
The previous two sections presented data suggesting that pediatric cancer is stressful for 
all members of the family and that this stress can lead to symptoms in patients, parents, and 
siblings. However, people differ in the degree of distress and impairment suffered as the result of 
their own cancer or cancer in a family member. This section will present literature on correlates 
of psychological outcomes for patients, parents, and siblings. 
Predictors of Patient Outcomes 
Medical predictors. As discussed earlier, there are several factors that place a child with 
cancer at higher risk for negative outcomes. Type of cancer, site of cancer, type of treatment, and 
treatment effectiveness all contribute to outcomes (Bracken, 1986). In fact, the strongest 
predictor of successful adaptation reported in the literature is the success of treatment and the 
related absence of relapse. Level of impairment caused by treatment has been linked to 
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adaptation in several studies (Copeland, et al., 1985; Greenberg, et al., 1989; Meadows & 
Hobbie, 1986; Mulhem etal., 1989). 
The amount of impairment caused by cancer treatment has been related to the level of 
adjustment in cancer survivors. Greenberg and her colleagues (Greenberg et al., 1989) 
investigated the relationship between level of treatment-related impairment and adjustment five 
years post treatment. These authors divided their sample into three groups based on their level of 
cognitive and physical impairment. One group had no lasting impairment, the second group had 
some impairment but not enough to cause a loss of activity, and the third group had impairment 
that caused a significant reduction in activity. Late-effects that characterized the third group 
included learning problems, alterations in appearance, noticeable physical asymmetry, an absent 
limb, dental reconstruction, gonadal failure, blindness, organ damage that limited activity, or a 
second cancer. As might be expected, the psychological adjustment of the third group was 
significantly poorer than that of the other two groups. Greenberg and her colleagues reported that 
the significantly impaired group had lower self concepts, higher levels of depression, and 
externalized more than the other two groups. These authors concluded that it was the level of 
impairment that is predictive of psychological adjustment problems and not whether or not a 
child has experienced cancer. 
Cancer patient coping. The way a child copes with his or her illness may influence the 
level of psychological distress that he or she experiences. One study was located that directly 
assessed the stressors and coping strategies of child and adolescent cancer patients in remission 
(Bull & Drotar, 1991). These authors reported that different categories of stressors elicited 
different coping strategies. Specifically, cancer-related stressors elicited significantly more 
emotion-focused coping behaviors (72.3% of all responses) whereas non-cancer related stressors 
tended to evoke a more balanced distribution of responses (46.9% emotion-focused, 53.1% 
problem-focused). Moreover, significant interactions were found between coping strategies and 
both age and gender for cancer-related stressors. Females tended to use more emotion-focused 
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strategies and males applied more problem-focused strategies for cancer related stressors. For 
non-cancer stressors, younger survivors (ages 7 to 12) and males (regardless of age) tended to 
use more problem-focused strategies whereas older survivors (13-17) and females (regardless of 
age) reported more emotion-focused strategies. Both of these findings are consistent with 
research on the coping of healthy children and adolescents (e.g.. Band and Weisz, 1988). 
Specifically, females tend to report using more emotion-focused strategies and males tend to 
report the using more problem-focused strategies. Unfortunately, the authors of this study did not 
report any relations between coping strategies and outcomes. 
There is a significant literature that suggests that finding control can be adaptive for 
coping with illness and other low-control situations (e.g., Thompson, Sobolew-Shubin, 
Galbraith, Schwankovsky, Cruzen, 1993). Wortchel and her colleagues (Wortchel et al., 1987) 
looked at the effectiveness of control-related coping strategies for pediatric cancer patients. 
These authors assessed several forms of control including behavioral (i.e., behaviors used to 
manage response to treatment), decisional (i.e., making decisions regarding treatment, activity, 
and meals), informational (i.e., efforts to seek out information), and cognitive control (i.e., 
efforts to control thinking about the illness). The use of behavioral control was the strongest 
predictor of good adjustment. The use of cognitive and decisional control strategies were weaker 
but also significant predictors of good adjustment. The use of informational control was not a 
significant predictor of outcomes. The authors reported a difference in strategy use by age. 
Specifically, younger patients ( 7 to 12 years old) used less decisional and cognitive control 
strategies than older participants (13 to 17 years old). The age differences reported were 
consistent with developmental expectations. It is expected that older children would have 
increased cognitive capacities and these capacities would lead to increases in autonomous 
decision making. As children age, they become more competent and are allowed to make more 
of their own decisions. 
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Other research was located that questioned the idea that there exists any "best' or 
"correct" strategy for children coping with pediatric cancer. Fritz and his colleagues (Fritz et al., 
1988) investigated coping strategies related to adjustment in pediatric cancer survivors. Fritz' 
group found that, in general, this sample was well adjusted. No one approach to coping with 
pediatric cancer was related to successful adjustment. Some survivors had embraced their cancer 
and become experts and advocates; others had encapsulated their illness experience and left it 
behind. For some, being assertive and aggressive was related to good adjustment, while for 
others, passive compliance worked well. Fritz and his co-authors (Fritz, et al., 1988) concluded 
that when assisting pediatric cancer survivors it is more useful to support what works for the 
individual than to force an approach on the survivor that does not fit their personality. 
Religion. Religion, considered a coping resource by some researchers (e.g.. Carver, 
Scheier and Weintraub, 1989), has shown to be significantly related to important outcomes in 
this population. Specifically, Spilka and his colleagues (Spilka, Zwartjes, & Zwartjes, 1991) 
found a significant positive relationship between cancer patients' religiousness and their ability 
to understand their illness. A higher level of religiousness post-diagnosis was associated with 
less teasing by school-mates. However, a higher level of religiousness was also associated with 
higher levels of depression. Less religious youth responded with anger, fear and denial. More 
work is needed to understand the relationship between religiousness and outcomes in this 
population. 
Communication. Several studies were located that found communication during 
treatment to be a significant predictor of later adjustment. Fritz and his colleagues (Fritz 
Williams, & Amylon., 1988) reported that the quality of communication about the illness during 
treatment was predictive of adjustment in childhood cancer survivors over two years post-
treatment. Higher amounts of developmentally appropriate communication about the illness were 
related to better outcomes. Other research has reported that developmentally appropriate 
communication with cancer patients during treatment was a significant predictor of adjustment in 
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very long-term survivors (i.e., over 12 years) (Wasserman et al., 1987). This is consistent with 
the findings reported by Lansky and her colleagues (Lansky, List, & Ritter-Sterr, 1986) who 
found that preparing the survivor to cope with long-term consequences of his or her cancer was 
related to better adjustment in later years. The source of the communication was not a factor in 
predicting outcome in any of the three communication studies. There was no evidence that 
parents are more or less effective than health care professionals in providing needed information. 
Gender. Gender is related to the amount of psychological distress among cancer 
survivors. Sanger and her colleagues (Sanger, Copeland, & Davidson, 1991) reported that 
among adolescent cancer patients, males scored higher than females on 6 of 12 clinical scales 
(i.e., frequency of symptom occurrence, somatic concerns, depression, delinquency, anxiety, and 
psychosis). There was no difference between males and females on the other 6 scales. 
Additionally, there were significantly more males than females with clinical elevations on two or 
more of the scales. Males reported a significantly higher number of adjustment problems (e.g., 
difficulty in school or difficulty in relationships) than females. However, none of the other 
research reviewed on predictors of outcomes for pediatric cancer patients mentioned gender as a 
moderator of distress. 
Parent behavior related to patient outcomes. One of the goals of the present study was to 
assess the effect of parent coping on the outcomes of their children. Two studies were located 
that reported findings relevant to this question. Sanger and her colleagues (Sanger et al., 1991) 
reported that certain parent coping behaviors were related to their ill child's adjustment. 
Specifically, efforts to maintain the family as a integrated unit, a general attitude of cooperation, 
and efforts to maintain an optimistic view of the illness predicted better adjustment in the ill 
children. This is consistent with the findings of Worchel's group (Wortchel et al., 1987) who 
reported that higher levels of confidence in their parents predicted better emotional adjustment in 
pediatric cancer patients. These two studies provide support for a central hypothesis of the 
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current study that the coping behavior of one family member can significantly influence the 
adaptation of other family members. 
Predictors of Parent Outcomes 
Variables reported in the literature that are associated with positive outcomes for parents 
of pediatric cancer patients include being married (Speechly & Noh, 1992), good communication 
in the marital relationship (Shapiro, 1986), high levels of perceived social support (Shapiro, 
1986; Speechly and Noh, 1992), low caregiver burden (Siefert, Wittmann, Farquar, & Talsma, 
1992), and high income (Manne, Jacobsen, Gorfinkle, Gerstein, & Redd, 1993; Speechly & Noh, 
1992). 
Coping. Very few studies were located that investigated the relations between coping 
strategies and outcomes for parents dealing with pediatric cancer. Shapiro (1986) reported that 
mothers of childhood cancer sufferers who used support seeking as a coping strategy were less 
vulnerable to depression. Another form of coping, turning to religion, was found to reduce the 
shock and confusion associated with the initial diagnosis, although this strategy also increased 
parental fear (Spilka et al., 1991). 
Social support. Speechly and Noh (1992) found that greater perceptions of available 
social support were associated with less depression in mothers dealing with pediatric cancer but 
not for mothers of healthy controls. Hughes and Lieberman (1990) reported that grandparents 
were often a source of great support. The majority of parents in this study reported that they did 
not have any problems asking for support. 
For families fighting cancer, social support can be important in helping parents perform 
duties necessary to caring for their ill child. Parent reports of social support were found to 
interact with child functional status in predicting adherence to medical recommendations (Manne 
et al., 1993). Manne and her colleagues reported that as a child's health improved, medical 
adherence declined. However, parents with higher levels of support were better able to adhere to 
treatment recommendations as their child's health status improved. These authors found that 
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sicker children put up less of a fight with regard to keeping doctors appointments and following 
medical advice than did healthier children. However, parents with higher levels of support 
reported that they were better able to continue higher levels of adherence as their child's health 
improved. 
Taken together, the findings regarding social support in families coping with childhood 
cancer seem to consistently converge with the findings in the general population. Specifically, 
higher levels of perceived social support are related to better outcomes (Cohen, 1988). These 
findings suggest that efforts to help bolster support for families who are experiencing pediatric 
cancer might be one of the best ways to help parents cope with this tragic event. 
Predictors of Sibling Outcomes 
Few studies were located that investigated predictors of healthy siblings' adjustment to 
pediatric cancer. The majority of studies focused on communication between siblings and others. 
However, one study was located that specifically addressed the coping strategies used by siblings 
of children with cancer. 
Coping. Children who have a gravely ill brother or sister experience a significant amount 
of stress with which they must cope. Walker (1988) investigated the strategies used by healthy 
siblings to cope with these stressors. She found that siblings used a variety of strategies to deal 
with the stress caused by their sibling's illness. These strategies were both cognitive (e.g., 
thought stopping, wishful thinking) and behavioral (e.g., eating, acting out, being nice). 
Unfortunately, no relations between coping strategies and outcomes were reported. 
Communication. Communication wjis the focus of several of the studies that investigated 
the impact of pediatric cancer on healthy siblings. Siblings frequently reported that 
communication was deficient. Kramer (1981) found that healthy siblings wanted more 
information than they were given. The siblings in Kramer's study reported that they wanted 
communication to be open and honest. Consistent with Kramer's (1981) findings, Evan's and his 
colleagues ( Evans, et al., 1992) found that only one-quarter of their sample of healthy siblings 
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felt that they could talk to their parents about their feelings of having a brother or sister with 
cancer. Additionally, one-third of Evans' sample reported that they had no one with whom they 
could discuss their ill sibling. Research suggests that communication is frequently poor 
between cancer patients siblings and their parents. Hughes and Lieberman (1990) found that 
parents were likely to offer some information to their healthy children. However, parents did not 
initiate or encourage discussions about their healthy children's worries or feelings regarding their 
ill family member. This finding is remarkable considering that over seventy-percent of the 
parents in this study reported that they recognized a significant amount of distress in their 
healthy children regarding their sibling's cancer. Walker (1988) found a substantial amount of 
disagreement between parents and healthy siblings regarding perceptions of major stressors 
related to the cancer experience. For example, parents and healthy siblings reported significant 
differences in perceptions over topics such as healthy siblings' fear of loss, sibling's fear of death, 
and siblings' perceptions about the amount of change in the family caused by the cancer 
experience. Walker reported that parents underestimated sibling fear and distress. 
The poor quality of communication between parents and healthy siblings are especially 
unfortunate when considered in light of the benefits of good communication for these families. 
Evans and his colleagues (Evans, et al., 1992) found that good communication between siblings 
and parents had a positive effect on sibling behavior. Specifically, Evan's group reported that 
siblings with a high level of knowledge about their sibling's cancer reported fewer behavior 
problems and greater social competence than those with lower levels of knowledge. 
Taken together, the findings suggest that good parent-child communication can play an 
important role in helping healthy siblings adjust to their sibling's cancer. Unfortunately, research 
suggests that good communication is nol present in a high percentage of these families (Evans et 
al., 1992; Kramer, 1981; Walker, 1988). 
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Stress and Coping Theory 
The next section provides a brief discussion of theory relevant to this study. This 
presentation includes brief discussions of the theory regarding stressful life events and the 
transactional approach to stress and coping. Following this presentation is a discussion of 
literature on child and adolescent coping theory, stressful life events in childhood, and distress 
and coping in childhood. These discussions are followed by a presentation of the research on the 
coping of people in close relationships. 
Since the report by Hans Selye of the General Adaptation Syndrome, (see Selye, 1976, 
for a discussion of this work) research into stressful events has blossomed into a substantial body 
of work. This literature provides both theoretical and empirical insight into the process of 
dealing with stressful life events (Holmes & Matsuda, 1974; Holmes & Rahe, 1967) as well as 
minor daily occurrences of stress (Kanner, Coyne, Schaefer, & Lazarus, 1981; Gruen, Folkman, 
& Lazarus, 1988). The purpose of this section is to provide a brief overview of current thinking 
in this area. This overview will provide the background needed to demonstrate how the current 
study extends the literature in this area. 
Stressful Life Events 
One of the first major thrusts into psychological research on stress and coping was by 
Holmes and Rahe (1967). Their basic assumption was that exposure to major life events 
increases an individual's vulnerability to mental and physical health problems. These authors 
constructed two instruments, the Schedule of Recent Events and the Social Readjustment Scale, 
to assess major life events that were experienced in the recent past (Holmes & Rahe, 1967). 
Holmes and Rahe (1976) believed that stress was caused by events that occurred in a 
person's life to which a person was forced to adjust. Interestingly, they believed that both 
positive and negative life events were predictive of illness, because both require adjustment or 
change. Therefore, the scales constructed by Holmes and Rahe listed a number of positive and 
negative life events that they believed forced an individual to adjust. Holmes and Rahe believed 
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that events could be scaled with respect to their severity. Therefore, they conducted research to 
determine the relative severity of different life-stressors. They arbitrarily choose a rating of 50 
Life Change Units (LCUs) for "getting married", to anchor the scoring system. They weighted 
the remaining items by having a normative sample rate the relative extent of life change required 
by each event. In this way, they established a normative level of change required by each event. 
Once the scales were completed. Holmes and Rahe examined the relation between life event 
scores (the total number of life change units) and illness. Research using this paradigm has 
consistently reported modest positive correlations between stressful life event scores and 
physical problems such as ulcers and psychological symptoms such as depression and anxiety 
(Holmes & Matsuda, 1974). 
The Holmes and Rahe life events paradigm has come under attack for several reasons. 
First, a specific life event can invoke different meanings for different people (Tausig, 1982). For 
example, divorce would be experienced very differently by the person who does not want his or 
her marriage to end than by the person who does. Moreover, situational factors can change the 
amount and nature of the stress experienced. Continuing the divorce example, the presence or 
absence of children, the extent of each person's financial independence, and the number of 
shared friends are all examples of situational factors that would affect the experience of divorce. 
An additional criticism of the Holmes and Rahe life events paradigm is that items on life 
events measures have been shown to overlap with items used to assess physical and mental 
health outcomes (Dohrenwend, Dohrenwend, Dodson, & Shrout, 1984; Rabkin & Struening, 
1976). Dohrenwend and his colleagues (Dohrenwend, et al., 1984) conducted a study that 
assessed the judgments of 371 clinical psychologists regarding life event measures. The 
psychologists in this study reported that a large number of the life events were also symptoms of 
psychological disorders. This overlap creates a significant statistical confound resulting in 
correlations between the measures of life events and psychological symptoms being artificially 
increased. It also makes any conclusions about causation difficult, if not impossible, to make. 
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The consistent but low correlations between life events and illness has led researchers to 
look for other factors that might better explain the relation between life stress and illness. One 
major change in this research was toward the inclusion of subjective experience (i.e., the 
perceived meaning of the event to individual). Lazarus and Folkman have authored what is 
currently the most widely cited theory of stress and coping. This theory provides a framework to 
help understand the complex relation between life stress and outcomes. Lazarus' theory 
champions the subjective experience of the individual as the most important factor in 
understanding how people experience and cope with stress. This theory will be briefly reviewed 
in the next section. 
Transactional Approach to Stress and Coping 
Stress and coping theory as presented by Lazarus and Folkman (1984) suggests several 
elements of the coping process that are important to consider. Specifically, these authors have 
broken coping into several stages that combine to form a process in which individuals engage 
when dealing with stressful situations. This transactional theory has also been adapted for 
consideration of coping in childhood (Compas, 1987) and for family level coping (Lavee, 
McCubbin, & Olson, 1987). Understanding the transactional approach to coping with stress is 
helpful to developing a theoretical understanding of coping with pediatric cancer. 
Appraisal 
The transactional approach to coping with stress is best understood as a series of stages. 
The first stage involves the appraisal of an event. This stage is divided into two parts; primary 
and secondary appraisal. During the primary appraisal stage an individual determines whether or 
not an event is stressful. The second stage, secondary appraisal, involves determination of what 
resources are available to cope with the event and what action, if any, can be taken to cope with 
the stressor (Lazarus & Folkman, 1984). 
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Primary appraisal. According to the transactional approach, for an event to be perceived 
as stressful it must fall into one of three categories: harm, threat, or challenge. First, an event 
might be perceived as already having caused harm or loss. For example, a person finding out that 
his or her car has been stolen will experience stress related to the loss. Secondly, an event will be 
stressful if it is perceived as having the potential to cause loss. Pediatric cancer falls into this 
category. Lastly, a stress-causing event can be perceived as a challenge to overcome. For 
example, taking a test is a stressful event that could be perceived as a challenge to be overcome. 
Regardless of the stressor, harm, threat, and challenge appraisals require the individual to engage 
in coping efforts (Lazarus & Folkman, 1984). 
Secondary appraisal. Once a person makes a primary appraisal that a given event is 
stressful, a secondary appraisal is made. Secondary appraisals involve several judgments relevant 
to the coping process. First, an individual must determine what resources are available to be used 
to cope with the event. Resources can be material items such as money or they can exist within 
the individual such as skills or energy. Resources also exist in the environment such as support 
from friends and family. Support can take many forms including material assistance, advice, or 
emotional support. Availability, awareness, and willingness to use resources are all important 
determinants of outcomes (Lazarus & Folkman, 1984). 
Appraisals based on the reality of having a child who is gravely ill may lead to an 
appraisal of severe threat and few resources with which to counter the threat. According to 
Lazarus and Folkman (1984), 
Secondary appraisals of coping options and primary appraisals of what is at stake 
interact with each other in shaping the degree of stress and the strength and quality (or 
content) of the emotional reaction. For example, other things being equal, if the person is 
helpless to deal with a demand, stress will be relatively great because the harm/loss 
cannot be overcome or prevented. If the person has a high stake in the outcome, meaning 
that it touches a strong commitment, helplessness is potentially devastating. Even when 
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people believe they have considerable power to control the outcome of an encounter, if 
the stakes are high any doubt can produce considerable stress, (p. 35) 
As this statement suggests, it is highly probable that all members of the family will experience 
considerable stress when facing childhood cancer. Moreover, this stress can cause potentially 
devastating emotional reactions depending on how the event is appraised (Lazarus & Folkman. 
1984). 
An additional aspect of the appraisal process is that changes occur in appraisals over 
time, which Lazarus and Folkman call "reappraisal". As time passes, new information about the 
stressor is acquired and the event or problem can also change. New information or a change in 
the stressor can cause a person to re-evaluate his or her thoughts about the problem. This 
suggests that appraisal is not a singular stagnant event but an ongoing process (Lazarus & 
Folkman, 1984). 
Appraisal of an event can change due to internal processes as well as external events. 
Defensive reappraisals are any effort to reinterpret the problem or event in a more positive or 
less damaging fashion. This form of reappraisal is different from other reappraisals in that it is 
not due to new information or changes in the problem. Defensive reappraisals can be positive if 
there are no further resources, either internal or external, that can be used to cope with the 
stressor. Conversely, this process can be harmful if it is used in place of applying or seeking out 
resources that can positively influence the situation. The phenomenon observed in pediatric 
cancer survivors that Canning and her colleagues (Canning et al., 1992) labeled a repressive 
reporting style might be a variation of defensive reappraisal. Recall that Canning's group found 
that cancer survivors' self-reports of depression were lower than would be expected given the life 
circumstances of this sample. Furthermore, these authors suggested that this coping style was 
likely to be adopted while the patients were engaged in treatment. During this time, it is possible 
that cancer patients modified their perceptions of both the symptoms they were experiencing and 
the cancer as less threatening. Connecting Lazarus' theoretical ideas with the experience of 
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families facing pediatric cancer siiould iielp further our understanding of both stress theory and 
coping with cancer. 
Coping 
Once an event has been appraised as stressful, a person chooses a coping strategy. The 
concept of coping refers to behavioral, emotional, and cognitive responses that are made in 
reaction to a stressful situation (Lazarus «& Folkman, 1984; Moos, 1992). Coping can be focused 
on the stressor itself or on the emotional upset caused by the stressful situation. Additionally, 
coping involves resources, both environmental and personal (Lazarus & Folkman, 1984). This 
section will review some of the relevant theoretical issues in coping. 
Problem and emotion-focused coping. Lazarus and Folkman (1984) identify two broad 
types of coping; problem-focused and emotion-focused coping. Problem-focused coping refers to 
efforts that address the stressor itself. For example, in the case of pediatric cancer, problem-
focused efforts would include making and keeping doctor's appointments, studying and 
implementing a dietary strategy aimed at helping fight cancer, and seeking out and following 
advice about the proper amount of physical activity for the ill child. 
Emotion-focused coping refers to efforts made to address emotional reactions caused by 
stressful situations. Emotion-focused strategies include behavioral strategies such as relaxation 
techniques and cognitive strategies such as the use of wishful thinking or adopting an optimistic 
orientation toward the stressor (Lazarus & Folkman, 1984). Wishing that the cancer had never 
occurred or discussing feelings about the cancer with a friend or parent are two examples of 
emotion-focused coping that might be used by a pediatric cancer patient. 
There is an obvious relationship between emotion-focused and problem-focused 
strategies. Specifically, focusing on the problem can in itself reduce or increase the emotional 
upset related to the stressor. Additionally, by focusing on emotions a person can gain or lose the 
emotional stability necessary to then address the problem. Therefore, although they are often 
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measured and analyzed separately, problem and emotion-focused coping are used together to 
cope with most stressors (Lazarus & Folkman, 1984). 
Coping resources. Lazarus and Folkman (1984) state that people possess different levels 
of resources that they can draw on when coping with stressful encounters. These resources 
include health and energy, positive beliefs or self-efficacy, problem solving skills, social skills, 
social support, and material resources. Resource appraisal is an important element in the 
appraisal process and resources play a critical role in coping with life stress. 
It is reasonable to assume that as a person copes with a stressor, he or she will deplete 
some of those resources. Additionally, Lazarus and Folkman point out that there exist constraints 
that may prevent a person from using his or her coping resources. These include personal 
constraints such as cultural values and beliefs, environmental constraints such as competing 
demands, and level of perceived threat and consequent affective responses (Lazarus & Folkman, 
1984). 
Other conceptualizations of coping. Although problem and emotion-focused coping are 
the two most common types of coping described in the literature, there have been other useful 
conceptualizations of the dimensions of coping. Suls and Fletcher (1985) reviewed the literature 
on the use of avoidant and non-avoidant coping techniques. Avoidant strategies are those that 
divert attention away from the stressor whereas non-avoidant strategies are those focused on the 
stressor. For example, going to a movie might be a way of avoiding a stressful situation whereas 
discussing possible causes or solutions to a problem with a fnend is one form of non-avoidant 
coping. At one time it was thought that avoidant strategies were always maladaptive and would 
lead to poor outcomes (Suls & Fletcher, 1985). However, Suls and Fletcher found that neither 
strategy is a consistent predictor of positive outcomes. Suls and Fletcher state that situations 
dictate which strategy will be the most beneficial. Adopting a non-avoidant strategy is not 
helpful if the nature of the stressor is such that there is nothing that can be done to alter the 
situation. However, adopting an avoidant strategy is not helpful if there are tangible steps that 
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can be taken to address the stressor. Therefore, coping strategies should be evaluated in relation 
to the nature of the specific stressors facing the individual. 
Recently, Carver and Scheier (1994) have suggested that outcomes related to coping 
might be better understood by focusing on adaptive and maladaptive strategies. They argue that 
what turn out to be "adaptive" strategies are inconsistent across individuals and situations. 
Therefore, the number of positive coping behaviors tend to be poor predictors of outcome. In 
contrast to the idea that there is no "best" coping strategy. Carver and Scheier (1994) state that 
the literature on "maladaptive" strategies shows that they tend to be much more consistent as 
predictors of outcomes. Maladaptive coping strategies include venting emotions and turning to 
drugs or alcohol. Carver and Scheier suggest that research efforts should focus more on 
maladaptive responses and their effects on outcomes. 
Child and Adolescent Coping 
In a review of the literature on child and adolescent coping, Compas (1987) reported that 
this area is sorely in need of a comprehensive theory. Compas states that the lack of a specific 
child coping theory has caused researchers to fall back on theories of adult coping. 
Unfortunately, these conceptualizations of coping lack the developmental considerations that are 
essential for any useful theory of child behavior. Although there is currently no theory specific to 
child and adolescent coping with stress, Compas and his colleagues (c.f., Compas 1987; Compas 
& Phares, 1991) provide an excellent overview of the important developmental factors that are 
relevant to child and adolescent coping. The main points relevant to childhood coping will be 
summarized below. 
Developmental Factors in Child and Adolescent Coping with Stress 
Compas (1987) states that a critical part of personal growth is learning how to cope with 
stressful life events and situations. The same types of coping that dominate the adult literature 
are also at the center of the child literature; problem and emotion-focused behaviors. These 
behaviors serve the same purpose in childhood as they do in adulthood. Problem-focused 
40 
behaviors are those actions that act on the stressor whereas emotion-focused behaviors are those 
actions taken to regulate internal responses to stressful events. 
Resources. According to Compas and his colleagues (1987; Compas & Phares, 1991), 
coping resources play an important role in a child's efforts to cope with stress. Resources include 
aspects of the self such as problem solving skills, interpersonal skills, positive self-esteem, and 
self-efficacy. In addition, environmental resources play a critical role in facilitating successful 
adaptation to stressful life experiences. For children, environmental resources typically take the 
form of social supports and can include parents, the extended family, other supportive adults 
(e.g., teachers), siblings, and peers. Compas (1987) views adults as especially important as 
resources, because children are dependent on them for survival. For this reason, Compas believes 
that child coping requires a relational definition; that is, researchers should not attempt to draw 
conclusions about relations between child coping and outcomes without considering 
environmental factors. 
Child characteristics and coping. There are several characteristics of the child that affect 
stress-related appraisals. According to Harter (1983), social and cognitive development are likely 
to affect what children consider to be stressful. Such self precepts as self-efficacy, causal 
attributions, friendships, and the perceived quality of parental relationships all affect the 
appraisal of stressful events. For example, a child who is confident in his or her ability and feels 
supported by his or her parents is more likely to view stressful situations as less threatening and 
more manageable then a child who feels unsupported and believes that he or she does not possess 
required skills and abilities. 
A child's personality has also been shown to affect the process of coping with stress. 
Child temperament has been mentioned by several authors as playing an important role in an 
individual's responsiveness to stressful events. Researchers such as Kagen (1983) and Rutter 
(1981) point to temperament as a potentially critical variable in moderating the reaction of 
children to stressful life events. Temperament is thought not only to affect the reaction of the 
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individual to stressful encounters but also the reaction of others to the individual, making it more 
or less likely that he or she will receive necessary support. According to these authors, a child 
who has an extreme emotional reaction to a stressful situation is less likely to be able to cope 
well with the stressor and is also less likely to receive help than a child whose reaction is less 
extreme. 
Compas and his colleagues (Compas, Banez, Malcame, & Worsham, 1991) have 
presented the idea that developmental changes in perceptions of control may be responsible for 
some of the reported age differences in coping strategies. They reported that perceptions of 
control change over time and that these perceptions are related to reported coping strategies. 
Specifically, as children age they evolve a more internal locus of control, while at the same time, 
they develop more emotion-focused coping strategies. Additionally, as children age they become 
increasingly involved in more complex social situations that evoke higher levels of stress. 
Emotion-focused strategies become needed as stressors become more complex and less 
amenable to simple, problem-focused efforts. Emotion-focused strategies are, by definition, 
internally focused and help children realize increases in emotional control. These increases in a 
child's emotional control help them make better choices in emotionally charged situations. It is 
important to consider age differences when investigating child and adolescent coping. 
Stressful Life Events in Childhood and Adolescence 
Much like the field of childhood coping, the theory and measurement of child and 
adolescent life events is in a state of development. Although childhood life event measures exist, 
they are limited in usefulness by the theory that underlies their construction (Compas, Davis, & 
Forsythe 1985). Compas and his colleagues (Compas, et al., 1985) investigated the utility of 
existing life event scales for children. Compas' group conducted interviews to assess the life 
events of 658 young people aged 12 to 18 years. This sample reported 213 separate life events 
during the interview process. Compas found that the largest published life events scale for this 
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age group consisted of only 46 items. These authors concluded that the existing scales did not 
sufficiently cover the scope of childhood life events. 
Gender differences. One of the great debates in the coping literature revolves around the 
question of whether gender differences exist in stress and coping (Ptacek, Smith, & Dodge, 
1994). Compas' group (Compas, et al., 1985) reported that events experienced by the children in 
their study varied significantly as a function of age and gender. Females tended to report more 
negative than positive events whereas males reported more positive than negative events. When 
broken down by age, younger females tended to report the most negative events whereas the 
oldest females reported a more even mix of positive and negative events. These authors also 
reported that the number of events increased with age. Wagner and Compas (1990) found that 
females reported more negative life events than males. Despite reporting more negative events, 
females in this study were not more likely than males to develop psychological symptoms. The 
authors explain this finding by suggesting that females are more effective in coping with stress. 
Age differences. A recent investigation of child and adolescent life events demonstrated 
that certain categories of events are linked to psychological symptoms and that specific stressors 
linked to psychological distress change with age (Wagner & Compas, 1990). Specifically, family 
stressors in junior high students, peer stressors in high school students, and academic stressors in 
college-age students were more strongly related to psychological symptoms then those from 
other categories. No research was found that reported age differences in the potency of specific 
stressors for younger children. 
Coping and Distress in Childhood and Adolescence 
As mentioned earlier, parents serve as important resources in childhood coping. It is 
reasonable to expect that parental responses to stressful life events, including coping, will affect 
childhood coping and outcomes. One study was located that investigated relations between child 
and parent stress and coping (Compas, Howell, Phares, Williams, & Ledoux, 1989). The goals of 
this study were to assess how parent stress affected children and how child stress affected 
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parents. These authors reported that fathers' stress symptoms, but not mothers', were predictive 
of child symptoms. These researchers suggested that, in this seimple, father's symptoms seemed 
to have more meaning for their children than did those of their mothers. These authors noted that 
mothers reported a greater number and variety of symptoms than fathers. Therefore, they 
hypothesized that fathers' symptoms might be more salient and have more impact on the children 
because they occur less often. Further results from this study showed that the daily stressors of 
male children were significantly related to both mother's and father's symptoms; however, the 
stressors of female children were related only to mother's symptoms. Compas and his colleagues 
concluded that parents are aware of and react emotionally to their children's stressful events. 
These results give support to the hypothesis that the stress being experienced by one member of 
a family can influence the well being of other members. 
Relationships and Coping with Stress 
The work of family theorists such as Minuchin (1974, 1993) suggests that all stress and 
coping research should be done with careful consideration of how each member of a family 
contributes to outcomes. The following section will present information on family systems and 
research that has investigated the importance of perceptions that one person has regarding the 
coping of his or her partner. 
Family svstems. Family systems theory provides an interesting framework for 
considering the coping of people in families. Minuchin (1974) states that within the family, there 
are many different sub-systems that serve different fiinctions in the family. For example, the 
parenting sub-system is often made up of a mother and a father but can be made up of a parent 
and another child or a single parent. This sub-system is responsible for many factors in the 
family such as providing for the family, securing child care, and the socialization of dependent 
children. According to Minuchin, the key to successful families and sub-systems in the family, is 
the ability of the family to carry out these functions in the context of continually changing 
circumstances. 
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According to Minuchin (1974), family sub-systems are governed by boundaries. 
Boundaries operate on a continuum from diffuse to rigid with clear boundaries falling in the 
middle. Boundaries at either end of the continuum can lead to pathology. Diffuse boundaries lead 
to enmeshment between family members, whereas rigid boundaries lead to disengagement. 
Minuchin maintains that the composition of the subsystem is not as important as the boundaries. 
As long as the boundaries zu-e clear, any composition of family members can successfully carry 
out the function of any sub-system. However, if the boundaries are too diffuse or too rigid, the 
system can become dysfunctional. Enmeshed systems are handicapped by a very strong sense of 
belonging that can require a family member to give up his or her autonomy. Rigid boundaries 
lead to disengaged families. These families lack loyalty and have a difficult time asking for 
support when it is needed (Minuchin, 1974). 
Successful families are able to adjust to stressful life events. In families with clear 
boundaries, life stress suffered by one member can be easily accommodated by other members of 
the family. Family duties can be shifted and support can be given to help the stressed member 
cope. However, stress is not coped with well in a rigid or enmeshed family. In a rigid family, 
moderate levels of life stress do not cross over subsystem boundaries so family members do not 
react to help each other. Only when the stress is at a very high level do other family members 
notice. By then, the stressed family member may be experiencing severe problems. The opposite 
is true in the enmeshed family. The stress of one member strongly affects other members and 
subsystems, inhibiting normal family activities at even very low stress levels (Minuchin, 1974). 
If boundaries in family systems are not clear, dysfunctional patterns of behavior can arise when 
the family is stressed (Minuchin, 1974). Systems theory strongly implies the need to consider the 
efforts of all family members in their attempt to deal with serious stressors. Certainly, pediatric 
cancer is an event that severely stresses the family system (Barbarin, 1987), so it is important to 
consider the manner in which all family members cope and adjust to this taxing situation. 
45 
Coping assessed bv self report and report of other. The inspiration for this proposal 
comes from my own prior research as well as clinical experience. If, as Lazarus asserts, appraisal 
is critical in coping, it seemed to me that one person's appraisal of his or her partner's coping 
might be a significant predictor of outcomes. J.T. Ptacek and I began looking at the importance 
of report of other coping by collecting data from two samples of couples in relationships (Ptacek 
& Dodge, 1995). One sample consisted of dating couples and the other of married couples with 
children. The primary question addressed by the first study was how the coping of each person 
(self report) and the perception of their partner's coping (report of other) were related to 
satisfaction in the relationship. Perceptions of the partner's coping style were a stronger predictor 
of relationship satisfaction than the self-reported coping of either member. Specifically, what a 
wife believed about her husband's coping style showed a stronger relationship to both his and her 
satisfaction than either member's self-reported coping style (Ptacek & Dodge, 1995). 
Similar questions have been addressed with cancer survivors. We examined coping 
perceptions and health among 36 breast cancer survivors and their husbands (Ptacek &. Ptacek, et 
al., 1994). Again, one of the primary purposes of this study was to see how each person's 
perception of their partner's coping predicted their own mental and physical health. In this 
sample, wives' coping was related to the mental health and relationship satisfaction of both 
husbands and wives. Husbands' self reported coping with wives' cancer was only related to 
wives' satisfaction. Wives' report of their husbands' coping was related to their own satisfaction. 
Husbands' report of wives' coping was related to wives' satisfaction and mental health and the 
husband's satisfaction with the relationship. We concluded that to understand the link between 
cancer and adjustment, it is important to look at the coping behavior of both couple members and 
the perceptions each holds regarding the other member's coping behavior (Ptacek & Ptacek, et 
al., 1994). 
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Thg C»rrgnt Study 
The goals of this study were to investigate how the coping of each family member 
affects the well being of the other family members. Both self-report and report-of-other coping 
was assessed for ail participants. It was anticipated the many of the earlier findings of Ptacek and 
Dodge (1995; Ptacek, et al., 1994) would be replicated. This study extended earlier work with 
cancer patients by adding the coping and well-being of children as well as that of adults. This 
allowed for a broader "family" focus instead of a couple focus. This study focused on childhood 
cancer survivors rather than adult survivors. This study also extended previous research by 
looking at relations across time. The two studies reviewed above focused only on cross-sectional 
relations. 
This study extended the current literature in other ways as well. It provides a description 
of the stressors and coping of parents of pediatric cancer patients. No literature was located that 
investigated the long-term stressors and concerns of parents of children who had completed 
cancer treatment. With regard to healthy siblings, only limited literature was located that 
investigated the difficulties of siblings whose ill brother or sister was in treatment. No literature 
was located that focused on healthy siblings of long term cancer survivors. This study provides a 
description of the relations between stressors, coping and outcomes of cancer survivors, siblings, 
and parents coping with long term cancer survival. 
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HYPOTHESES 
This study tested the following predictions: 
1. It was predicted that each parent's self-reported coping would be significantly related to the 
outcomes of each family member included in the study. Specifically, I predicted that parent 
coping behaviors such as seeking support and problem-focused coping would be related to 
positive outcomes (lower rates of depression and physical problems) whereas less useful 
strategies such as venting emotions would be associated with less positive outcomes (e.g., higher 
rates of depression and physical problems) for their spouse and children. 
2. It was predicted that each parent's perception of his or her spouse's coping would be related to 
his or her own outcomes. For example, I predicted that fathers who perceived that their wives 
were using adaptive coping strategies would also report better physical and mental health for 
themselves. The same relationship was predicted for mothers. Therefore, a significant 
relationship was predicted between perceptions of the spouse's coping and each individual's own 
health. 
3. It was predicted that child coping would be significantly related to parent outcomes. 
Specifically, I predicted that child use of seeking support and problem-focused coping would be 
related to positive parent outcomes (less reported parent depression and fewer reported physical 
problems). I predicted that child use of less useful coping strategies would be related to relatively 
higher amounts of psychological and physical problems in parents. 
4. It was predicted that child perceptions of parents' coping would be related to child physical 
and psychological health. Specifically, I predicted that children who believed that their parents 
were coping well with stress would experience fewer physical and mental health symptoms. 
5. It was predicted that increases over time of parents' subjective level of stress (i.e., higher self-
reported life stress scores) would predict increases in both psychological and physical complaints 
for parents. 
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6. It was predicted that increases over time of child subjective level of stress (i.e., higher self-
reported life stress scores) would predict increases in both psychological and physical complaints 
for children. 
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METHOD 
Participants 
The families who participated in this study are a subset of families who were invited to 
participate in one of two separate summer camps provided through the Heart Connection, a non­
profit organization based in Des Moines. One camp is designed for children who have been 
diagnosed with cancer and the other camp is for siblings of cancer patients. Each year the Heart 
Connection invites all children who meet eligibility requirements and who live within a 
reasonable distance from Des Moines to participate. To be eligible for camp, children must be 
between the ages of 6 and 18 and one of the children in the family must have been diagnosed 
with cancer. Siblings of deceased cancer patients are still eligible to attend camp. There is no 
cost to participate in camp; however, parents must provide transportation to and from the Des 
Moines area. 
The Heart Connection staff provided a letter communicating their cooperation and 
inviting families to participate in a research project through Iowa State University. The Heart 
Connection agreed that they will have no access to any data, including names of participants. 
However, it is understood that results of the study that may have implications for the camp will 
be shared with them at an appropriate time. 
Over a two-year period of time, the camp inserted a letter of invitation to participate in 
the research project and a postage-paid retum address envelope along with their yearly invitation 
to camp. The letter described the research project in general terms. Specifically, the letter stated 
that a group of Iowa State University graduate students, under the direction of Professor Carolyn 
Cutrona, desired their participation in a longitudinal study of how families cope with pediatric 
cancer. Approximately 325 letters and retum envelopes were provided to the Heart Connection 
staff in the first year and 160 letters and envelopes in the second year. Camp officials estimate 
that approximately 90 percent of the families who received the invitation to participate in the 
project in the second year had also received one during the first year. One hundred and seven 
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families (31.4% of 341) returned the letter stating that they would be willing to participate in the 
project. Of the 107 families who indicated an interest in participating in the study 67 
(19.6% of 341) completed time one measures and 66 of those families (98.5 %) completed time 
two measures. When contacted by phone, the father of the one family who did not complete time 
two measures indicated that the mother and children had changed residence and he did not wish 
to continue participation. He declined a request to give the forwarding address or phone number 
of the rest of the family. 
Families who completed time one measures consisted of 45 fathers, 65 mothers, 60 
cancer patients, and 47 siblings. The mean age of fathers was 39.7 CSD = 5.5). The youngest was 
27 and the oldest was 55. Forty-four fathers reported their relationship to the cancer patient. 
Thirty-nine were his or her biological father and the remainder were step>-fathers. The mean age 
of the sixty-five mothers who reported their age was 38.1 fSD = 4.59). The youngest mother was 
28 and the oldest was 49. Sixty-four mothers reported the nature of their relationship to the 
cancer patient. All indicated that they were the biological mother. Sixty cancer patients reported 
their ages. The mean age of patients was 12.1 (SD = 3.13); the youngest was 5 and the oldest was 
21. Forty-seven siblings provided data at time one. The mean age of siblings was 13.3 fSD = 
3.59). The youngest sibling was 6 and the oldest was 25. 
Although information was returned from 66 of the 67 families, there was some dropout 
of members within some families. Specifically, families who completed time two measures 
consisted of 41 fathers (89 %); 63 mothers (97%); 58 cancer patients (98%); and 43 siblings 
(93%). One of the cancer patients died between the time one and time two data collection 
periods. 
The 67 families who responded to the survey at time one represented several different 
configurations of respondents. There were 26-four respondant families (cancer patient, sibling, 
mother, and father). Thirty families consisted of 3 respondents (12 with cancer patient, mother, 
and father; 5 with sibling, mother, and father; 11 with cancer patient, sibling and mother; 
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2 with cancer patient, sibling, and father). Nine families consisted of 2 respondents (7 with 
cancer patient and mother; 2 with sibling and mother). The two other families consisted of only 
one respondent each (1 cancer patient; 1 mother). 
At time two, the 66 families who responded to the survey represented several different 
configurations of respondents as well. There were 25 four-respondant families at time two. 
Twenty eight families consisted of 3 respondents (9 with cancer patient, mother, and father; 5 
with sibling, mother, and father; 13 with cancer patient, sibling and mother; 1 cancer patient, 
sibling, and father). Thirteen families consisted of 2 respondents (10 with cancer patient and 
mother; 1 with sibling and mother; 1 with cancer patient and father; 1 with cancer patient and 
sibling). 
Family configuration had important implications for interpretation of the data analyses. 
For example, although 45 fathers responded to the survey at time one, analyses involving 
mothers' report of partners' coping included 53 usable reports. This means that there were fathers 
in some of the households who did not repond to the survey but were included in the analyses 
through reports of their behaivor by other family members. Tests for differences on predictor and 
outcome variables between family member scores for families in which the father participated 
and those in which he did not failed to find differences. However, this may have been due to a 
lack of power to detect significant differences. 
Procedure 
After receiving approval from both the Psychology Department and Iowa State 
University to conduct this study, families were mailed questionnaires. The mailings occurred at 
two time points. The first mailing occurred on July 15, 1996. The second set of questionnaires 
was mailed three months later to all families who returned the first set of questionnaires. Three 
months was chosen because of practical concerns regarding completing this project in a 
reasonable amount of time for the author to complete his degree requirements. At two week 
intervals after mailing the surveys telephone calls were made to all families who had not 
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returned the questionnaires. The purpose of these calls was to offer assistance and ascertain 
family commitment to the project. Three sets of phone calls, spaced two weeks apart, were made 
after mailings at both time one and time two. Data collection involved pencil and paper measures 
that assessed the constructs of interest in this study. Parents were asked to sign two consent 
forms: one giving their permission to use the data that was provided by the family, and the other 
giving the researcher permission to contact the primary oncologist treating their child. 
Oncologists were contacted in order to obtain information regarding the child's type of cancer, 
cancer treatment, prognosis at diagnosis, current prognosis, any special complications due to 
either the illness or its treatment, and current level of functioning. A $10.00 gift certificate fi-om 
Casey's stores was included in the mailing of time two measures. Additionally, two families 
were drawn at random from the 66 who completed time two measures and each of these families 
received one day free admission to Adventureland Park in Des Moines. 
Data were requested from all parents in the household, cancer patients who were eight 
years of age and older, and the sibling closest in age to the patient who was eight years old or 
older. Families were provided with an informed consent form and instructions regarding how to 
complete the questionnaires and return the information. Each family member was provided with 
his or her own questionnaire and a self adhesive label that was used to seal the questionnaire 
after completion to preserve confidentiality. Family data were returned in one large envelope 
after all participating members had completed their questionnaires. 
Participating parents provided dispositional coping information about themselves and all 
other participating family members. Parents also provided information regarding non-cancer 
related stressful life events, coping self-efficacy, their physical and mental health (e.g., 
depression), perceived social support, and demographic information. 
Children in the study (both cancer survivors and siblings) provided information 
regarding their own efforts to cope with cancer and their perceptions of their parents' efforts to 
cope with cancer. Additionally, children reported on perceived social support, symptoms of 
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depression, stressful life events, and perceptions about parent coping efficacy as it relates to 
pediatric cancer. 
Parent Measures 
Statement of confidentiality and general instructions. A statement of confidentiality was 
included on all questionnaires to provide reassurance to participants that their answers would be 
kept strictly confidential. In addition to instructions provided at the beginning of each 
instrument, a set of general instructions was provided to all families at both time one and time 
two. A copy of the confidentiality statement and general instructions are provided in 
Appendix A. 
Informed consent form. All parents and participating children 18 years of age or older 
were asked to sign an informed consent form before any family member began filling out 
questionnaires. A signed informed consent form was received from all families who participated 
in the study. A copy of the informed consent form is provided in Appendix B. 
Self-reported coping. Coping data for parents and children was collected via a 16-item 
measure developed for this study. The majority of the items for this measure were gleaned from 
the COPE Scale (Carver et al., 1989), by chosing the single item with the highest factor loading 
on 12 of the 14 scales. The other 4 items were written based on information gathered from 
parents and silbings of families who have dealt with pedicatric cancer. To complete te measure, 
participants were asked to indicate the extent to which they used each of the 16 coping methods 
on a 3-point scale that ranged from not at all to a lot. Additionally, participants were asked to 
what extent the use of each coping strategy was helpful on the same three point scale. A copy of 
the statements included in this instrument is provided in Appendix C. Versions of this 
questionnaire used to assess the report of other parent coping and parent report of child coping 
are presented in Appendix D and Appendix E, respectively. 
The items chosen for use in the study were picked to represent potentially different 
aspects of coping. In order to create a scale that would limit participant fatique while being 
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somewhat comprehensive with regard to assessing possible coping strategies I selected only one 
item from 12 of the 14 scales of the COPE. Unit weighting was used for scoring the coping scale. 
Exploratory factor analyses were conducted using self-reported coping of parents and children to 
determine the factors in the coping scale. Parent and child data were analyzed together to avoid 
arriving at different factors for children and parents which would have made comparisons 
between self report and report of other impossible. The number of cases used in the factor 
analyses totaled 264. The item selection method (e.g., one item from different scales) coupled 
with the lack of coping data with a similar sample resulted in a decision to allow the factor 
analysis to be the definitive criteria for determining what, if any. factors would arise from the 
items chosen. 
The factor analysis enabled me to reduce the number of factors to a reasonable number 
for data analysis purposes. Principal components with Varimax rotation was used in this 
analysis. Using the extraction criterion of eigenvalues over 1.00, the factor analysis yielded a 
five-factor solution. These five factors included problem-focused coping, emotion-focused 
(venting or avoiding), seeking support, reframing the situation, and self-focused coping. Rotated 
factor loadings, eigenvalues and alpha statistics are reported in Table 1. Table 2 presents the 
inner scale correlations between the five coping subscales. Prior to accepting this factor solution, 
several other methods of extraction (e.g., forced number of factors) and rotation (e.g., oblique) 
were attempted to see if improvements could be made in the factor solution. These efforts did not 
improve on the solution used in this document. Given the way items were selected (i.e., one item 
from many different scales) and the small number of items in each scale I did not expect to find 
high internal consistency. 
Life Events. Parent report of stressful life events was assessed with a modified version of 
the Life Experiences Survey (Sarason, Johnson, & Siegel, 1978). Modifications to this 
instrument were made to capture events specifically related to having a child with cancer. The 
additions were made based on several sources of information, including a review of the cancer 
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Table 1 
Rotated Factor Loadings for Exploratory Factor Analysis of Items Used to Assess Coping 
Factor and items Eigenyaiue/factor loading Alpha 
Factor one. Problem-focused 
Putting other activities aside 
Make a plan to deal with it 
Look for an expert to give me advice 
Try to solve the problem 
2.69 
.54 
.58 
.71 
.73 
.64 
Factor 2, Emotion-focused 
Argue or fight about it 
Let my feelings out, yell or scream 
Pretend that it isn't happening 
Think less about it 
2.28 
.51 
.74 
.62 
.61 
.57 
Factor 3, Self-Focused 
Admit I can't do anything about it 
Keep feelings to myself 
Blame myself for the problem 
1.65 
.57 
.59 
.67 
.39 
Factor 4, Seeking Support 
Talk to someone about my feelings 
Let others help me feel better 
Pray for God's help 
1.09 
.66 
.52 
.76 
.60 
Factor 5, Reframing the Situation 
Learn to live with it 
Look for something good 
1.04 
.89 
.51 
.38 
literature (e.g., Barbarin, 1987) and help from a support group for parents of children with cancer 
(July, 1995). One of the advantages of the LES is that it allowed for participants to report two 
aspects of stressful events. First, participants decided whether or not they had experienced each 
event. Second, they reported the severit>' of the upset caused by the event on a three point scale 
from no upset to much upset. Life event upset scores were recoded so that a rating of no upset 
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Table 2 
fnngr Sgale Corrglatipns among the Five Coping Scales (N = 212-213) 
Scale Problem 
Focused 
Emotion 
Focused 
Self 
Focused 
Support 
Seeking 
Emotion 
Focused 
Self 
Focused 
Support 
Seeking 
Reframing 
.03 
.01 
.33*** 
.16* 
.36*** 
.12 
.06 
-.09 
-.14* .26* ** 
Note *12<.05, ***p<.001 
resulted in a weight of zero and the other two choices resulted in a score of one or two. This 
allowed for a calculation of both the number of events as well as the total amount of upset 
caused by the events. Parents completed the life event measure at time one and time two. The 
time two version asked participants to report only those life events that occurred since the time 
one measure was completed to avoid any overlap. A copy of the life event measure is provided in 
Appendix F. 
Social Support. Social support was assessed with the Social Provisions Scale (SPS) 
(Cutrona & Russell, 1987). The SPS is a 24-item paper and pencil measure that provides a total 
support score and also assesses 6 distinct types of support (i.e., reliable alliance, attachment, 
reassurance of worth, guidance, social integration, and nurturance). To complete the SPS, 
participants were asked to indicate their extent of agreement with each of 24 statements on a 4-
point scale ranging from strongly disagree to strongly agree. Estimates of internal consistency of 
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the individual subscales were reported to range from .61 to .76 in a sample of teachers and from 
.76 to .84 for a group of older adults (Russell & Cutrona, 1984). These authors reported an 
internal consistency for the full-scale of .92 for analyses conducted with 1792 individuals across 
three samples. Russell and Cutrona (1984) reported test-retest reliabilities from .37 to .66 across 
the 6 subscales and .59 for the total scale. Results of internal consistency analyses based on data 
from the current study showed coefficient alpha to be .93 for mothers and .90 for fathers for the 
total scale. A copy of the SPS is provided in Appendix G. 
Parent and child health. Information about the current health status of parents and 
children was collected through the use of the portions of the SF-36 Health Status Questionnaire 
(Ware & Sherboume, 1992). This scale was constructed in a large scale study (N = 20,000) of 
medical outcomes (Tarlov, et al., 1989). The subscales used in this study measured general 
physical functioning, limitations due to health concerns, and perceptions of health problems. 
Tarlov's group (Tarlov, et al., 1989) reported reliability estimates for all scales at or above .78. 
Several authors have reported sufficient validity for different populations (Tarlov et al., 1989; 
Ware & Sherboume, 1992) including HTV sufferers (Hays & Shapiro, 1992). 
The questionnaire was completed by each parent in the family regarding his or her own 
health. A copy of the instrument used to assess parent self-reported health is provided in 
Appendix H. Additionally, one parent reported on the health of each of their children in the 
study. A copy of this instrument as used in this study can be found in Appendix I. Internal 
consistency analyses for the current sample resulted in coefficient alphas ranging from .54 for to 
.91. There were two exceptions to these results. The alpha coefficients were very low for fathers' 
time one report of health limits (coefficient alpha = .07) and parent report of sibling health limits 
at time one (alpha = .00) However, in both of these cases the low reliability was due to extremely 
low or no variability in the responses. Generally, fathers and siblings were reported to have no 
health limits at time one. 
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A factor analysis was conducted to investigate the possibility of reducing the number of 
physical health outcomes. Using the criterion of eigenvalues over 1.0 with Varimax rotation 
resulted in a five factor solution. The first three factors closely followed the factors delineated by 
the authors (Tarlov, et al, 1989). The last two each consisted of only one item. Therefore, it was 
decided to utilize all three physical health scales. 
Depression. Number of symptoms of depression was assessed with the Center for 
Epidemiological Studies Depression Scales (Radloff, 1977). The CES-D is a 20-item self-report 
measure that requires participants to rate the extent to which they have experienced each of the 
twenty symptoms. Ratings were made on a four-point scale that ranges from rarely or none of 
the time to most or all of the time. Radloff (1977) reported coefficient alphas from .84 to .90 
across 4 separate samples. Test-retest reliabilities were reported in the .51 to .67 range across 4 
different time periods. Reliability analyses conducted with data from the current study resulted in 
alphas of .91 for mothers at both time one and time two. Results of analyses conducted with 
father data showed the time one alpha to be .86 and time two equal to .88. A copy of the CES-D 
is provided in Appendix J. 
Demographic information. Demographic information for the study was collected from 
all parents in the study at time one. These questions were presented in the parent questionnaire 
booklet. The questions covered family income, family size, parent education, parent employment 
setting, and the size of the town in which the family resides. The questions used to collect 
demographic information are presented in Appendix K. 
Coping efficacy. A scale consisting of four items was created by the author to assess 
coping efficacy. Coping efficacy refers to perceptions a person holds about his or her skills and 
abilities with regard to coping with a given event or problem. This scale was modeled on scales 
from Weinstein (1982). Participants were asked to indicate the extent of agreement with each of 
the four items on a four-point scale from strongly disagree to strongly agree. Examples of the 
items from this scale include "I believe that I have all of the skills necessary to deal with 
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childhood cancer " and "I always find an answer to the problems caused by childhood cancer". 
Although the statements created for this study have not been used for data collection purposes, 
similar face valid statements resulted in coefficient alphas in the range of .85 to .99 (Dodge, 
1994). Reliability analyses for this scale based on the current sample resulted in alphas ranging 
from .66 to .86. This scale is provided in Appendix L. 
Child Measures 
Coping. Coping for both cancer survivors and siblings was assessed with the same 
instrument used to capture parent coping. Children were also given the opportunity to report on 
their perceptions of their parents' coping via the same instrument used to report their own coping 
behavior. A copy of this instrument as used to capture child self-reported coping is provided in 
Appendix M. A copy of the instrument used to capture child report of parent coping is provided 
in Appendix N. 
Life events. No self-report life events inventory could be found that was intended for 
children as young as 8 years. Therefore, an existing measure (Swearingen & Cohen, 1985) was 
adapted for use in this study by modifying the language to make it appropriate for self-report by 
young children. Additionally, life events that were reported in the literature related specifically 
to pediatric cancer were added to this measure. Both cancer patients and their siblings reported 
life events at time one and time two. The time two version asked participants to report only those 
life events that occurred since time one data was collected to avoid overlap. 
Parents were asked to explain the instructions to younger children (i.e., 8-10 years old). 
Children were instructed to ask for clarification of the instructions and about the meaning of any 
terms that confused them. However, parents were directed DQI to answer any items for the 
children or discuss any of the child's answers until they had completed the instrument. Children 
completed this inventory by first indicating whether a specific event had occurred in the last year 
for time one, or in the last three months for time two. Next, they were asked to indicate how the 
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event affected them on a 3-point scale ranging from didn't upset me to upset me a lot. A copy of 
this inventory is provided in Appendix O. 
Depression. Child symptoms of depression were assessed with the short version of the 
Children's Depression Inventory (CDI) (Kovacs, 1992). The short version of the CDI is a 10-item 
measure constructed for use with children from 7 to 17. According to Kovacs (1992), the short 
version was designed to be used as a quick screen for depressive symptoms in children. 
Participants indicated the extent to which they had experienced each of the 10 symptoms over 
the past 2 weeks on a 3-point scale by choosing one of three statements for each item. Symptoms 
measured by the 10 items include sadness, pessimism, self-deprecation, self-hate, crying spells, 
irritability, negative body image, loneliness, lack of friends, and feeling unloved. Kovacs' (1992) 
reported coefficient alpha reliability for the short form to be .80. Furthermore, the short form is 
highly correlated with the total score of the long version (.89) suggesting that the short form does 
an acceptable job of approximating the overall content of the fiiil inventory. Reliability analyses 
using the current data set showed coefficient alphas ranging from .57 to .82. A copy of the short 
form of the CDI is provided in Appendix P. 
Perceptions of parent coping efficacv. The same procedures and statements used for 
assessing parent coping efficacy were used with their children. The statements were slightly 
modified to provide a measure of the children's perceptions of their parents' ability to cope with 
cancer. Examples of the statements used to assess efficacy include, "If anyone can find an 
answer to the problems caused by childhood cancer, my parents can" and "Other parents could 
solve their cancer related problems if they would approach them like my parents do". A copy of 
the instructions and statements are provided in Appendix Q. Reliability analyses for this measure 
showed adequate internal consistency. Coefficient alphas for cancer survivors were .72 for time 
one and .76 for time two. Analysis of sibling data resulted in coefficient alpha of .67 at time one 
and .77 at time two. 
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Social support. Social support for child participants was measured with a modified 
version of the Social Support Rating Scale (Cauce, Felmer, & Primavera, 1982). The version of 
this scale used by Cauce and her colleagues lists 10 separate sources of support and asks the 
child or adolescent to indicate the extent to which each source has been supportive. Ratings are 
made on a three point scale ranging from not helpful at all to very helpful. Factor analysis of this 
scale with a sample of 250 randomly-selected 9th and 11th grade students resulted in a 3-factor 
solution. The 3 factors were family, including parents and other relatives (63.1% of the 
variance), formal sources including teachers and clergy (22.2% of the variance), and informal 
sources such as friends (10% of the variance). 
Modifications were made to this instrument to include potential sources of support 
specific to person's receiving medical treatment. Specifically, doctor, nurse, and social worker 
were added as potential sources of support. A copy of the modified version of the SSRS can be 
found in Appendix R. 
Physician Data Collection 
Physician consent form. Parents were asked to sign a consent form giving their 
permission to contact and obtain information from their oncologist regarding their child's cancer. 
A copy of this consent form is provided in Appendix S. 
Physician questionnaire. Once permission was obtained from the parents, a questionnaire 
was sent to each child's oncologist to obtain information about his or her cancer. Physicians were 
asked to provide information about the initial diagnosis, treatment, prognosis at the time 
treatment was terminated (if treatment has been terminated), and prognosis at last contact. 
Permission to collect this data was received from 61 of the 67 families (91 %). Unfortunately, 41 
of the 61 questionnaires were sent to one clinic and due to staffing problems at that clinic, they 
have declined participation at this time. Therefore, only 20 of these questionnaires were returned 
and usable for this report. A series of t-tests revealed no differences on self-reported variables 
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between cancer patients whose physician data was returned and those whose physician data was 
not returned. A copy of the physician questionnaire is provided in Appendix T. 
Scah'ng and Missing Data 
The total scores for all of the scales used in this study represent the sum of all of the 
items in the scale. Due to the small number of items in each of the scales used in the study, cases 
with missing data on relevant scales were excluded from analyses. Following this procedure, no 
more than three cases were dropped from any of the analyses. Total scores for all outcome 
variables were scored in the same direction. That is, higher scores represent more symptoms or 
poorer outcomes. Therefore, positive correlations between coping and outcomes would mean 
that higher levels of symptoms are related to higher levels of use of that coping strategy. 
Pgsign 3nd Analysgs 
The study employed a longitudinal design with two assessments spaced three months 
apart. Four outcome measures were administered at both time one and time two. The outcome 
measures were depression symptoms, general physical health, physical health problems, and 
physical health limitations. All predictor variables were included at time one. Two predictor 
variables were also administered at time two (life events and parent coping efficacy). The time 
one predictor variables included coping, social support, stressful life events, and a series of 
demographic variables including family income, residence, marital status, age, sex, ability to 
meet financial obligations, and participation in family counseling. In addition, for some subjects, 
physician data were available. 
With regard to hypothesis testing, the analysis strategy involved first testing for the 
presence of significant relations between the time 1 predictor and time 2 outcome variables as 
stated in each hypothesis. Predictor variables that correlated significantly with time two outcome 
measures were entered into simple regression equations. These analyses were employed to see if 
the relations remained significant when controlling for time one reports of the corresponding 
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outcome measure. In all cases, the time one outcome measure was entered prior to the predictor 
variables to control for time one levels of the specific outcome variable. 
64 
RESULTS 
To test the hypotheses set forth in this study, two types of analyses were conducted 
(correlation and regression) for four different groups of individuals (cancer patients, siblings, 
mothers and fathers). First, descriptive statistics will be presented, followed by tests of study 
hypotheses. Alpha was set at .05 for all inferential statistical tests. 
Descriptive Statistics 
Means and Standard Deviations 
Means and standard deviations for the predictor and outcome variables were computed. Table 3 
presents those data for cancer patients and siblings. Table 3 also reports the results of analyses 
conducted to compare the means of predictor and outcome variables for cancer survivors and 
their siblings. Table 4 reports means and standard deviations for mothers and fathers. Tests for 
mean differences between mothers and fathers on predictor and outcome variables are also 
shown in Table 4. 
Independent t-tests were conducted to compare siblings and cancer survivors on their 
reports of outcome and predictor variables. Cancer survivors and their siblings differed on one 
type of coping. Cancer patients reported using more problem-focused coping than did siblings. In 
contrast, siblings and cancer survivors differed on all but one of the outcome measures. As 
would be expected, these two groups differed on all measures of physical health, with means 
showing siblings to have relatively better health in all categories. Siblings and cancer survivors 
did 021 differ on either time one or time two report of depression. Note that higher scores 
represent relatively more symptoms or poorer health. For example, a score of 10 on general 
health would represent relatively poorer general health than a score of 6. 
Table 4 depicts the results of independent t-tests used to determine if differences existed 
between mothers and fathers on mean reported levels of the outcome and predictor variables. 
Mothers and fathers did differ in reported use of three of the five coping strategies. Mothers 
reported using more problem-focused coping, more support seeking, and more reframing the 
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Table 3 
Means and Standard Deviations on Predictor and Outcome Variables for Cancer Survivors and 
Siblings 
Cancer Survivors Siblings 
Variable Mean SD Mean SD t 
Time one outcomes (N = = 59) (N = 46) 
Depression 12.02 2.58 11.62 1.68 .90 
General health 9.90 3.73 6.42 2.59 
Health limitations 13.57 5.83 10.08 .35 4.13*** 
Health problems 4.90 1.28 4.31 .95 2.69** 
Time two outcomes (N = 58) (N = 43) 
Depression 12.29 2.79 12.35 2.79 -.10 
General Health 9.58 3.65 6.52 2.17 5.23*** 
Health limitations 12.56 4.02 10.14 .60 4.28*** 
Health problems 4.89 1.29 4.31 .93 2.65** 
Predictor variables (N = 59-58) (N = 46-42) 
Problem-focused coping 7.25 1.87 6.06 1.67 3.36*** 
Emotion-focused coping 7.30 1.79 6.62 1.91 1.87 
Self focused coping 4.16 1.41 4.34 1.45 -.65 
Reframing coping 4.74 .99 4.49 1.10 1.21 
Support seeking coping 6.89 1.35 6.40 1.50 1.76 
Total life events, time one 7.98 3.17 7.54 3.06 .71 
Total life events, time two 5.44 2.37 6.23 2.89 -1.52 
Life-event upset, time one 16.95 8.43 15.36 7.83 .99 
Life-event upset, time two 10.76 5.76 12.77 6.79 -1.61 
Note *12 < .05, < .01, ***{2 < .001 
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Table 4 
Means and Standard Deviations on Predictor and Outcome Variables for Mothers and Fathers 
Mothers Fathers 
Variable Mean SD Mean SD t 
Time one outcomes (N = 65) (N = 45) 
Depression 30.05 9.58 27.93 8.21 1.20 
General health 7.95 2.49 8.55 2.65 -1.18 
Health limitations 11.60 2.30 11.66 5.06 .08 
Health problems 4.60 1.10 4.43 .97 .83 
Time two outcomes (N =  63) (N = 41) 
Depression 30.48 9.89 28.05 8.27 1.25 
General Health 8.16 2.44 8.45 2.78 -.56 
Health limitations 11.48 2.83 10.93 1.23 1.93 
Health problems 4.81 1.26 4.78 1.27 .14 
Predictor variables (N = 65-63) (N = =45-41) 
Problem-focused coping 9.08 1.65 8.27 1.97 2.62* 
Emotion-focused coping 5.83 1.42 5.50 1.34 1.21 
Self focused coping 4.13 .92 3.91 .83 1.25 
Reframing coping 5.19 .91 4.61 .95 3.18** 
Support seeking coping 7.47 1.25 6.55 1.27 3.76*** 
Total life events, time one 11.20 6.75 9.38 6.30 1.43 
Total life events, time two 6.41 5.09 4.54 4.82 1.87 
Life-event upset, time one 25.09 16.32 19.42 14.46 1.87 
Life-event upset, time two 13.89 11.50 9.05 11.34 2.11* 
Note *J2< .05, **12 < .01. .001 
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situation than did fathers. Mothers also reported more upset due to life events at time two. 
Results of these analyses showed that mothers and fathers did not differ on time one or time two 
reports of any of the outcome measures. No other significant differences between mothers and 
fathers were present. Paired t-tests were also conducted for siblings and cancer patients and for 
mothers and fathers to investigate the potential effect of living in the same households. There 
was one significant difference for parents and for children. Interestingly it was on the same 
variable. For children, paired t-tests revealed a significant difference for time two life-event 
upset, t (41) = -2.22, p < .05, where the independent t-test on this variable reported in Table 2 
was not significant. For parents, the paired t-test for time two life-event upset did not reach 
significance as did the independent t-test reported in Table 3. One explanation for this difference 
is the paired test had less power to detect significant differences due to fewer cases in the 
analysis. 
Changes Over Time in Outcome Measures. 
Paired t-tests were conducted to test all four groups (cancer survivors, siblings, mothers, and 
fathers) for differences between time one and time two on the outcome measures used in this 
study. Comparisons between time one and time two outcomes for cancer survivors, mothers, and 
fathers showed no significant changes. Comparisons between time one and time two outcome 
measures for siblings showed only one significant change. Specifically, siblings reported more 
depressive symptoms at time two than at time one, I (41) = -.2.17, p < .05. 
Demographic Correlates of Time Two Outcome Measures. 
Demographic correlates of the time two outcome measures for cancer patients and their siblings 
are presented in Table 5. Demographic correlates of time two outcome measures for mothers and 
fathers are presented in Table 6. 
As depicted in Tables 5 and 6, no single demographic variable was consistently related 
to the outcomes across the four different groups of individuals in this study. Therefore, the 
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analyses focused solely on the relations between the predictors and outcomes as enumerated in 
the research hypotheses without statistical controls for demographic factors. 
Tests of the Study Hypotheses 
The following sections will present tests of the study hypotheses. The hypotheses were 
tested in two stages. First, correlation analyses were conducted to test for significant relations 
between predictor variables and time two outcomes. Next, for those relations found to be 
significant, analyses were conducted to determine whether those relations remained significant 
when controlling for time one reports of the appropriate outcome variable. 
Hypothesis One 
Hypothesis one predicted that each parent's self-reported coping would be related to the 
outcomes of each family member. For example, it was predicted that mothers' self-reported 
coping would relate significantly to the outcomes of the cancer patients, siblings, fathers, and 
mothers themselves. This section will present the results related to mothers' coping as it relates 
to all other family members' outcomes. 
Mothers' Reported Coping and Family Members' Outcomes 
This section will present the results as they relate to hypothesis one regarding the self-
reported coping of mothers. The order of presentation will be cancer patient, sibling, father, and 
mothers' coping as it relates to her own outcomes. 
Mothers' coping and cancer patients' outcomes. Correlations between the five different 
coping subscales for mothers and time two outcome measures for cancer survivors showed only 
one significant relation. Specifically, mothers' report of problem-focused coping was 
significantly related to time two reports of cancer patient health problems, r (61) = .27, p < .04. 
The direction of this relations suggests that higher levels of problem-focused coping by mothers 
was related to more health problems in the cancer patient. 
lahkl 
Correlations Between Demographic and Outcome Variables of Cancer Survivors and Siblings 
Cancer Patients fN= 16-59^ Siblines(N= 16-45^ 
General Health Health General Health Health 
Variable Depression Health Limits Problems Depression Health Limits Problems 
Age .09 -.16 .04 .26 .01 .23 .19 .17 
Sex .04 -.13 
P
 1 -.09 -.17 .15 -.17 .13 
Income .14 -.19 -.17 -.07 -.23 -.29* -.16 -.21 
Parenting 
Efficacy -.16 .10 1 o
 
00
 
-.22 -.02 -.05 .00 -.07 
Social 
support 
o
 t -.15 .01 -.04 -.16 -.09 -.12 -.27 
Treatment 
side effects .36 .22 .67** .46* -.13 .28 .11 NA 
Treatment 
length -.12 .54* .37 .54* .07 .17 .02 NA 
Treatment 
response -.12 7 J*** .59** .46 .10 .01 -.17 NA 
Family 
counseling -.36** -.02 .10 .10 -.09 -.24 -.24 -.38** 
Note. .05, **p< .01, ***p< .001 
Table 6 
Correlations Between Demographic and Outcome Variables of Mothers and Fathers 
Mothers (N= 16-63) Fathers fN= 13-43) 
General Health Health General Health Health 
Variable Depression Health Limits Problems Depression Health Limits Problems 
Age -.30* .04 .21 .00 .04 -.01 .14 .25 
Income -.37** -.13 -.06 -.05 -.30 -.29 -.32* -.13 
Education -.21 -.04 .36** .04 -.32 -.35* -.40* -.16 
Parenting 
Efficacy -.25* -.17 1 o
 «• 00 1 
-.34* -.25 -.03 -.12 
Social 
support -.34* -.22 -.10 -.14 -.23 -.19 -.35* -.03 
Treatment 
side effects -.33 .13 .09 -.17 -.20 -.28 -.25 -.07 
Treatment 
length -.21 .23 .09 .01 .10 .05 -.03 .04 
Treatment 
response -.07 .48 .43 .32 -.20 -.01 -.25 
00 P
 1 
Family 
counseling 
p
 t .04 .06 -.02 -.28 -.32* -.36* -.37* 
Note. *12 < .05, **p < .01, ***p < .001 
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Regression analyses controlling for time one health problems continued to show a 
significant relation between mothers' problem-focused coping and cancer patient health problems 
at time two. These results are presented in Table 7 
Mothers' coping and siblings' outcomes. Correlation analyses between mothers' coping 
and sibling outcome measures at time two showed three significant relations. Siblings' general 
health was related to two aspects of mothers' coping. Mothers' use of support seeking, r (49)= -
.33, j2 < .03, and reframing the situation, £ (49)= -.29, p < .05, were both significantly related to 
time two reports of sibling general health. In both cases higher levels of the use of each coping 
strategy was related to relatively better health for siblings. 
Table 7 
Hierarchical Multiple Regression Predicting Cancer Patients' Time Two Health Problems from 
Mother's Problem-Focused Coping rN = en 
Variable E SEB g 
Step 1 
Time one cancer patient 
health problems .45 .14 .35** 
Step 2 
Time one cancer patient 
health problems .48 .15 .38** 
Mothers'problem-focused coping .29 .12 .29* 
Note. R' = .13 for Step 1: AR^ = .08 for Step 2. 
*p < .05, **12 < .01 
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Siblings' time two reports of depressive symptoms were also related to mothers' reported 
coping. Mothers' use of emotion-focused strategies was related to lower levels of sibling 
depressive symptoms at time two , r ( 41)= -.38, p < .02. 
Hierarchical regression analyses were conducted to determine if the relations between 
mothers' coping and sibling outcomes remained significant when controlling for time one reports 
of the corresponding outcome measures. Neither mothers' use of support seeking nor reframing 
the situation remained significant predictors of time two sibling general health when time one 
general health was entered first into the regression. With regard to mental health symptoms, 
mothers' use of emotion-focused coping remained a significant predictor of sibling depressive 
symptoms at time two when controlling for time one levels of those symptoms. The results of 
this analysis are presented in Table 8. 
Table 8 
Hierarchical Multiple Regression Predicting Siblings' Time Two Depressive Symptoms from 
Mother's Emotion-Focused Coping fN = 4n 
Variable B SE B ^ 
Step 1 
Time one sibling depression 1.12 .23 .63*** 
Step 2 
Time one sibling depression 1.05 .21 .59*** 
Mothers'emotion-focused coping -.72 .26 -.33** 
Note. = .39 for Step 1; AR' = . 11 for Step 2. 
*jl< .05, **ji < .01, ii< .001 
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As Table 8 shows, the direction of this relation remained consistent with the earlier 
reported correlation. Higher reports of mothers' use of this strategy was related to lower levels of 
depressive symptoms for siblings at time two. 
Mothers' coping and fathers' outcomes. Only one significant correlation was found 
between mothers' coping and fathers' outcomes. Specifically, mothers' use of emotion-focused 
coping was significantly related to time two report of fathers' health problems, 
r (38) = -.37, p <.03. The direction of this correlation suggests that relatively higher levels of 
mothers' use of emotion-focused strategies were related to lower number of health problems for 
fathers at time two. A hierarchical regression analysis first entering time one reports of fathers' 
health problems and then mothers' use of emotion-focused coping was conducted to see if this 
relation would remain significant. Mothers' use of emotion-focused strategies continued to be 
significantly related to time two levels of fathers' health problems in this analysis. The results of 
this analysis are presented in Table 9 
Table 9 
Hierarchical Multiple Regression Predicting Fathers' Time Two Health Problems from Mother's 
Emotion-Focused Coping fN = 38'> 
Variable E SE£ ^ 
Step 1 
Time one fathers'health problems .27 .22 .19 
Step 2 
Time one fathers'health problems .33 .21 .24 
Mothers'emotion-focused coping -.40 .16 -.39'" 
Note. R' = .04 for Step 1; AR' = . 15 for Step 2. 
•*12 < .05 
74 
Mothers' coping and their own outcomes. Only one significant relation was found 
between mothers' self-reported coping Jind their mental and physical health symptoms. 
Specifically, mothers' use of reframing the situation was inversely related to their report of time 
two depressive symptoms, r (63) = -.31, p < .02. Relatively higher levels of the use of reframing 
the situation was related to lower levels of depressive symptoms. 
A hierarchical regression analysis showed that the relation between mothers' use of 
refi*aming and time two depression remained significant when controlling for time one levels of 
depression. The results of this analysis are presented in Table 11. 
Fathers' Coping and the Outcomes for Other Family Members 
Hypothesis one predicted that parent coping would be related to the outcomes of all 
family members. This section reports the relations between fathers' self-reported coping and 
family members' outcomes. The results of these analyses will be presented for cancer survivors 
first, followed by siblings, mothers, and fathers. 
Fathers' coping and cancer patients' outcomes. Correlation analyses between father self-
reported coping and time two outcomes for cancer patients showed no significant relations. 
Therefore, no further analyses were conducted regarding this relation. 
Fathers' coping and siblings' outcomes. Correlation analyses between father self-reported 
coping and time two outcomes for siblings showed no significant relations. Therefore, no further 
analyses were conducted regarding this relation. 
Fathers' coping and mothers' outcomes. Correlation analyses between father self-
reported coping and mothers' time two outcomes showed two significant relations. Fathers' use 
of emotion-focused strategies were found to be related to mothers' report of depressive 
symptoms at time two, r (42) = .38, p < .02. The direction of this relation suggests that higher 
levels of emotion-focused coping by fathers was related to higher levels of depressive symptoms 
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TablglO 
Hierarchical Multiple Regression Predicting Mothers' Time Two Depressive Symptoms from 
Mothers' Reframing fN = 63) 
Variable B SE B g 
Step I 
Time one mothers' 
depressive symptoms 
Step 2 
Time one mothers' 
depressive symptoms 
Mothers' reframing coping 
Note. = .15 for Step 1: AR' = .05 for Step 2. 
< .05, p < .01 
in mothers. Fathers' use of reframing was significantly related to mothers' report of health 
problems at time two, r (42) = .31, p < .05. The direction of this relation suggests that higher 
levels of fathers' use of reframing was associated with relatively more health problems for 
mothers at time two. Hierarchical regression analyses controlling for time one reports of the 
appropriate outcome measure found only one significant relation. Specifically, fathers' use of 
emotion-focused strategies remained significantly related to mothers' report of time two 
depressive symptoms. The results of this analysis are presented in Table 12 
Fathers' coping and their own outcomes. Correlation analyses between fathers' self-
reported coping and their own time two outcomes showed two significant relations. Fathers' use 
of reframing was significantly related to their time two depression. 
.40 .12 .39** 
.35 .12 .34** 
-2.61 1.28 -.24* 
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Tsblg 11 
Hierarchical Multiple Regression Predicting Mothers' Time Two Depressive Svmptoms from 
Father's Emotion-Focused Coping fN = 42^ 
Variable SE B ^ 
Step 1 
Time one mothers' 
depressive symptoms .20 .19 .17 
Step 2 
Time one mothers' 
depressive sjonptoms .14 .18 .11 
Fathers' emotion-focused coping 2.22 .92 .36* 
Note. E! = .03 for Step 1; AR! = • 12 for Step 2. 
•j2 < .05 
r (40) = -.45, p < .005. Additionally, fathers' use of seeking support was significantly related to 
their time two report of health limits, r (43) = -.31, p < .05. In both cases the direction of the 
relations suggest that higher levels of the use of each coping strategy were related to relatively 
lower levels of self-reported distress. Regression analyses were conducted to further test these 
relations controlling for the time one report of the appropriate outcome variable. Neither coping 
strategy remained a significant predictor of the corresponding outcome measure once the time 
one report of that outcome was introduced first into the regression analysis. 
Hypothesis Two 
Hypothesis two predicted that each parent's perceptions of his or her partner's coping 
would be significantly related to his or her own outcomes. For example, we predicted that 
mother's perceptions of how their partner has coped with cancer would be related to her own 
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report of depressive symptoms. To test this hypothesis, correlations were computed between 
parents' perceptions of their partner's coping and their own outcomes. Where significant relations 
were found, hierarchical regression analyses were conducted controlling for time one levels of 
the corresponding outcome measure. The reader is reminded that for analyses featuring mothers' 
report of fathers' coping not all of the fathers represented by mothers' report were participants in 
the study. It is possible that the data from mothers' whose partner participated differed 
significantly from mothers' whose partner did not choose to participate. Analyses designed to 
detect possible differences between these two groups did not find any. However, due to the 
relatively small number of participants it is possible that these analyses did not have sufficient 
power to detect these differences, not that they did not exist. 
Mothers' Perception of Fathers' Coping Predicting Mothers' Outcomes 
Correlation analyses of mothers' perceptions of their partners' coping showed two 
significant relations with mothers' time two outcomes. Mothers' perceptions of fathers' use of 
emotion-focused strategies were related to their reports of depressive symptoms at time two, 
E (.53) = .35, li < .01. Moreover, mothers' perceptions of their partners' use of problem-focused 
coping were related to their time two general health, r (53) = -.32 , p < .02. In the first situation, 
perceptions of higher use of emotion-focused strategies by fathers were related to higher levels 
of time two depressive symptoms for mothers. In the second situation, perceived higher levels of 
fathers' use of problem coping was related to better general health for mothers at time two. 
Hierarchical regression analyses were conducted to determine if these relations remained 
significant when controlling for time one reports of the associated outcome measure. In both 
cases the relations remained significant. Table 12 presents the results of the regression predicting 
mothers' depressive symptoms at time two from mothers' perceptions of fathers' use of emotion-
focused strategies. 
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Table 12 
Hierarchical Multiple Regression Predicting Mothers' Time Two Depressive Symptoms from 
Mothers' Report of Father's Emotion-Focused Coping fNJ = 53) 
Variable B SE B g 
Step 1 
Time one mothers' 
depressive symptoms .39 .15 .35* 
Step 2 
Time one mothers' 
depressive symptoms .35 .14 .31* 
Mothers' report of fathers' 
emotion-focused coping 2.13 .87 .31* 
Note. R^ = • 12 for Step 1: AR^ = .09 for Step 2. 
*p<.05 
Table 13 presents the results predicting mothers' self reports of general health at time 
two from their perceptions of fathers' use of problem-focused coping while controlling for 
mothers' time one general health. 
Fathers' Perception of Mothers' Coping Predicting Fathers' Outcomes 
Correlations between fathers' perceptions of their partner's coping and fathers' outcomes 
showed an interesting pattern of results. Fathers' perceptions of the use of emotion-focused 
strategies by their partner were signiflcantly related to three of their four outcomes at time two. 
Specifically, fathers' perceptions of their partners' use of emotion-focused coping was related to 
fathers' reports of depression, z (39) = .44, n < .01, general health, c (38) = .40, p < .02, and 
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Tabig 13 
Hierarchical Multiple Regression Predicting Mothers' Time Two General Health from Mothers' 
Report of Father's Use of Problem-Focused Coping fN = 53'> 
Variable E Q 
Step 1 
Time one mothers' general health 
Step 2 
Time one mothers' general health 
Mothers' report of fathers' 
problem-focused coping 
Note. E! = .26 for Step 1; AR^ = .07 for Step 2. 
*p<.05, ***p<.001 
health problems, r (38) = .33, p < .05, at time two. In all cases, the directions of these 
correlations suggest that higher perceived levels of the use of these strategies were related to 
higher levels of physical and mental health symptoms at time two. No other coping subscale 
showed significant relations to outcomes for fathers. 
Regression analyses were conducted using the variables that showed significant 
correlations to time two mental and physical health problems, controlling for time one reports of 
those variables. In all three cases fathers' perception of his partners' use of emotion-focused 
coping failed to reach significance after controlling for time one outcomes. 
Hypothesis Three 
Hypothesis three predicted that child coping, both cancer patient and sibling, would be 
related to the outcomes of their parents. For example, it was predicted that how cancer patients 
coped with cancer would be related to their fathers' depressive symptoms and physical health. 
.48 .12 .51*** 
.46 .11 .48*** 
-.31 .13 -.28* 
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Hypothesis three was tested by first conducting correlations between child coping and time two 
outcomes for mothers and fathers. Next, regression analyses were conducted controlling for time 
one parent outcomes that related significantly to child coping. The results of these analyses will 
be presented first for cancer survivors and then for siblings. 
Cancer Survivors' Coping and Parents' Outcomes 
Cancer patients' coping and mothers' outcomes. Correlation analyses between cancer 
patient self-reported coping and time two outcomes for mothers showed no significant relations. 
Therefore, no further analyses were conducted regarding this relation. 
Cancer patients' coping and fathers' outcomes. Correlation analyses between cancer 
patient self-reported coping and time two outcomes for fathers showed only one significant 
relation. Child use of reframing was significantly related to fathers' time two health limits, E (40) 
= .40, p < .02. The direction of this relation suggests that relatively higher use of reframing by 
cancer patients was related to relatively higher levels of health limitations for their fathers. A 
hierarchical regression analysis predicting fathers' health limits from cancer patients use of 
refi-aming continued to show a significant relation. The results of that analyses are presented in 
Table 14. 
Siblings' Coping and Parents' Outcomes 
This section presents the analyses used to evaluate hypothesis three focusing on the 
coping of siblings in the study. The order of presentation for this section will begin with the 
relations between sibling coping and the outcomes of mothers followed by the relations to 
fathers' outcomes. 
Siblings' coping and mothers' outcomes. Correlation analyses between sibling self-
reported coping and time two outcomes for mothers showed only one significant relation. 
Siblings' use of reframing was significantly related to mothers' time two depression, c (45) = -
.37, j2 < .02. The direction of this relation suggests that higher levels of sibling use of refi-aming 
were related to lower levels of mothers' depressive symptoms. Hierarchical regression analyses 
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Tabig 14 
Hierarchical Multiple Regression Predicting Fathers' Time Two Health Limits from Cancer 
Patients' Reframing fN = 40") 
Variable £ SE B g 
Step 1 
Time one fathers' health limits 
Step 2 
Time one fathers' health limits 
Cancer patients' reframing 
Note. Ei = . 12 for Step 1; AR' = .09 for Step 2. 
< .05, < .01, < .001 
predicting mothers' depressive symptoms at time two from siblings use of reframing continued to 
show a significant relation. The results of this analysis are presented in Table 15. 
Siblings' coping and fathers' outcomes. Correction analyses between sibling self-reported 
coping and time two outcomes for fathers showed no significant relations. Therefore, no further 
analyses were conducted regarding this relation. 
Hypothesis Four 
Hypothesis four predicted that child perceptions of how parents cope with cancer would 
be related to child outcomes. For example, how cancer survivors perceive their mother copes 
with cancer would be related to their self-reported symptoms of depression. To test this 
hypothesis, correlation analyses were conducted to identify those aspects of coping that were 
related to child time two outcomes. Next, regression analyses were conducted to determine 
whether these relations remained significant when controlling for time one levels of the 
appropriate outcome. Results will be presented first for cancer survivors followed by siblings. 
.13 .03 .57*»* 
.11 .03 .49** 
.47 .21 .31* 
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Table 15 
Hierarchical Multiple Regression Predicting Mothers' Time Two Depressive Symptoms from 
Siblings' Reframing fN = 40') 
Variable E g 
Step 1 
Time one mothers' 
depressive symptoms .38 .15 .37* 
Step 2 
Time one mothers' 
depressive symptoms .33 .14 .32* 
Siblings'use of reframing -3.13 1.28 -.33* 
Note. R^ = .13 for Step 1: AR' =. 11 for Step 2. 
< .05 
Cancer Survivors' Perceptions of Parent Coping and Their Own Outcomes 
This section presents the results of analyses used to determine the relations between 
cancer survivors' perceptions of their parents' coping and their own mental and physical health 
symptoms. The order of presentation will be to look first at the perceptions of mothers' coping 
followed by perceptions of fathers' coping. The reader is reminded that cancer patient report of 
fathers' coping comes from two different groups of children. In one part of this sample were the 
reports from children whose fathers did participate and the other consists of those children whose 
fathers live at home but did not chose to participate. Although analyses did not detect differences 
between these two groups it is possible that significant differences do exist but were not detected 
due to insufficient power. 
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Cancer survivors report of mothers' coping and their own outcomes. Correlation analyses 
between cancer patient report of mothers' coping and cancer patient outcomes at time two 
showed no significant relations. Therefore, no further analyses were conducted regarding this 
relation. 
Cancer survivors' report of fathers' coping and their owoi outcomes. Correlation analyses 
between cancer patient perceptions their fathers' coping and cancer patient outcomes showed two 
significant relations. Cancer patient perceptions of fathers' use of support seeking was 
significantly related to both cancer patients health limitations, r (48)= -.33, J2 < .03, and health 
problems at time two, i (48)= -.29, j2 < .05. The direction of these relations suggest that cancer 
patients' perceptions of higher use of support seeking by their fathers were related to lower levels 
of health problems and fewer health limits. Entering these variables into regression analyses to 
control for time one report of the appropriate outcome showed only one significant relation. 
Specifically, cancer patients' report of their fathers' use of support seeking remained a significant 
predictor of time two health limits after controlling for time one health limits. The results of this 
analysis are presented in Table 16. 
Siblings' Perceptions of Parent Coping and Their Own Outcomes 
This section presents the results of analyses featuring siblings' perceptions of their 
parents' coping and siblings' outcomes. The analyses used to evaluate the importance of 
perceptions of mothers' coping will be presented first followed by those for perceptions of 
fathers' coping. The reader is reminded that siblings report of fathers' coping comes from two 
different groups of children. In one part of this sample were the reports from children whose 
fathers did participate and the other consists of children whose fathers live at home but did not 
chose to participate. Although analyses did not detect differences between these two groups it is 
possible that significant differences do exist but were not detected due to insufficient power. 
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Tabig 1$ 
Hierarchical Multiple Regression Predicting Cancer Survivors' Time Two Health Limits from 
their Perceptions of Fathers' use of Support Seeking m = 45'> 
Variable E. SE B g 
Step I 
Time one cancer patients' 
health limits 
Step 2 
Time one cancer patients' 
health limits 
Cancer patients' perceptions 
of fathers' support seeking 
Note. = .21 for Step 1; AR^ = .08 for Step 2. 
*p< .05, **ji< .01 
Siblings' report of mothers' coping and their own outcomes. Correlation analyses 
between siblings' perceptions of their mothers' coping showed three significant relations. 
Siblings' report of their mothers' use of support seeking was related to siblings' report of time 
two depressive symptoms, r (41>= -.35, p < .03, and their general health, 
r (45)= -.32, p < .04. The direction of these relations suggests that higher levels of perceived use 
of support seeking was related to less depressive symptoms and better general health. Siblings' 
perceptions of mothers' use of emotion-focused strategies were related to siblings' health 
problems at time two, r (46)= .42, p < .005. The direction of this relation suggests that higher 
levels of perceived use emotion-focused strategies by mothers was related to higher levels of 
health problems in siblings at time two. 
.31 .09 A6** 
.29 .09 .43** 
-.68 .31 -.28* 
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Hierarchical regression analyses controlling for time one reports of the appropriate 
outcomes were conducted to further examine these relations. Two variables remained significant 
predictors in these analyses. Specifically, siblings' perception of mothers' use of support seeking 
remained a significant predictor of siblings' time two depressive symptoms. In addition, siblings' 
perceptions of mothers' use of emotion-focused strategies remained a significant predictor of 
siblings' health problems at time two. The results of the analysis predicting time two depression 
are presented in Table 17 while the results predicting sibling health problems at time two are 
presented in Table 18. 
Siblings' report of fathers' coping and their own outcomes. Correlation analyses between 
siblings' perceptions of their fathers' coping showed two significant relations. Siblings' 
perceptions of fathers' use of reframing was related to siblings' time two general health, r (40) = -
.32, j2 <.05. Additionally, siblings' perceptions of fathers' use of support seeking was related to 
sibling health problems at time two, i (41)= -.33, p < .04. The direction of these relations 
suggests that siblings' perceptions of higher levels of fathers' use of either coping strategy were 
related to lower levels of distress for siblings at time two as measured by symptoms of 
depression and health problems. 
Hierarchical regression analyses were conducted to determine if these relations would 
remain significant when controlling for time one levels of the appropriate outcome. Only the 
relation between siblings' perception of fathers' use of support seeking and siblings' health 
problems remained significant. Table 19 presents the results of this regression analysis. 
Hypothesis Five 
Hypothesis five predicted that increases in parental stress, measured as the number of 
life events or upset caused by life events, would be related to increases in distress for parents. To 
test this hypotheses correlation analyses were conducted between time two outcomes and parent 
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Table 17 
Hierarchical Multiple Regression Predicting Siblings' Time Two Depressive Symptoms from 
Siblings' Perceptions of Mothers' use of Support Seeking rN = 4n 
Variable E SE B Q 
Step 1 
Siblings' time one 
depressive symptoms 
Step 2 
Siblings' time one 
depressive symptoms 
Siblings' perceptions of 
mothers' support seeking 
Note. R- = .28 for Step 1; AR^ = .10 for Step 2. 
*J2<.05, ***^<.001 
report of life events and upset caused by life events. Those combinations that resulted in 
significant correlations were further tested by conducting hierarchical regression analyses first 
entering the time one report of the outcome of interest, next entering time one life events or life-
event upset, and then entering time two life events or life-event upset. If time two life events or 
upset caused by life events remained a significant predictor of time two outcomes after 
controlling for time one outcome and time one life events, the hypothesis would be supported. 
Changes in Life Events Predicting Changes in Well Being For Mothers 
This section reports the analyses used to test the significance of increases in distress as 
predicted by life events and life-event upset for mothers in this study. This section will be 
followed by the section reporting these relations for fathers. 
.93 .24 .53*** 
.89 .23 .51*** 
-.57 .24 -.31* 
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Table 18 
Hierarchical Multiple Regression Predicting Siblings' Time Two Health Problems from Siblings' 
Perceptions of Mothers' use of Emotion-focused Coping fN = 46) 
Variable E SE_| g 
Step I 
Siblings' time one 
health problems -.01 .17 -.01 
Step 2 
Siblings' time one 
health problems -.03 .16 -.03 
Siblings' perceptions of mothers' 
emotion-focused coping .29 .09 .43** 
Note. R' = .00 for Step 1: AR^ = .19 for Step 2. 
*p<.05, *»p<.01 
Mothers' report of life events and outcomes. Correction analyses between mothers' time 
two outcomes and time two life events and time two life events upset are presented in Table 20. 
Table 20 shows that three of four relations were significant between time two life-event upset 
and time two outcomes for mothers. However, only one of four relations was significant when 
looking only at the total number of events. A hierarchical regression analysis, as described 
above, was conducted predicting time two depressive symptoms from total number of life events. 
Total number of life events at time two did ool remain a significant predictor of mothers' 
depressive symptoms. Hierarchical regression analyses were also conducted predicting mothers' 
report of depressive symptoms, general health, and health problems at time two from life-event 
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Tgbig 
Hierarchical Multiple Recession Predicting Siblings' Time Two Health Problems from Siblings' 
Perceptions of Fathers' use of Support Seeking rN = 4n 
Variable B SEB £ 
Step 1 
Siblings' time one 
health problems 
Step 2 
Siblings' time one 
health problems 
Siblings' perceptions of 
mothers' support seeking 
Note. E! = .00 for Step 1; AR' = . 10 for Step 2. 
*U < .05 
upset. Life-event upset remained a significant predictor for both time two depressive symptoms 
and time two general health. Life-event upset did not remain a significant predictor of mothers' 
health problems at time two after controlling for life-event upset and mothers' health problems at 
time one. The results of the regression analysis for symptoms of depression are presented in 
Table 21 and general health in Table 22. 
As presented in Table 21, mothers' time two report of life-event upset remained a 
significant predictor of time two depression after controlling for time one depression and time 
one life events. This provides support for the hypothesis that, at least in the case of depression, 
increases in stress as measured by the upset caused by life events predicted increases in mental 
health symptoms. 
.04 .23 .02 
.00 .23 .00 
-.23 .11 -.32* 
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Table 20 
Correlations Between Mothers' Time Two Outcomes and Time Two Life Events and Life-Event 
UpSgt ftJ = 63) 
Outcome Variable Number of Life Events Life-event upset 
Depression .29* .39** 
General health .22 .31* 
Health limits .13 .01 
Health problems .21 .25* 
*]2< .05, **ji< .01 
As presented in Table 22, mothers' time two report of life-event upset remained a 
significant predictor of time two general health after controlling for time one general health and 
time one life-event upset. This provides support for the hypothesis that increases in the upset 
caused by life events predicted decreases in general physical health for mothers in the study. 
Changes in Life Events Predicting Changes in Well Being For Fathers 
This section reports the analyses used to determine whether changes in life events and 
the upset caused by life events predicted changes in mental and physical health symptoms for 
fathers. 
Father report of life events and outcomes. Correlation analyses between fathers' time two 
life events and life events upset and time two outcomes are presented in Table 23. 
As depicted in Table 23, the raw number of life events experienced by fathers at time 
two were significantly related to all four of the outcomes assessed by this study. Additionally, 
the upset caused by life events was significantly related to three of four outcomes. Hierarchical 
regression analyses were conducted to test whether life events and life-event upset remained 
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Table 21 
Hierarchical Multiple Regression Predicting Mothers' Time Two Depressive Symptoms from 
Life-Event Upset fN = 6n 
Variable B SE B g 
Step 1 
Time one mothers' 
depressive symptoms .40 .12 .37** 
Step 2 
Time one mothers' 
depressive symptoms .38 .14 .37** 
Time one mothers' 
life-event upset .03 .08 .05 
Step 3 
Time one mothers' 
depressive symptoms .37 .13 .35** 
Time one mothers' 
life-event upset -.10 .09 -.18 
Time two mothers' 
life-event upset .33 .12 .39** 
Note. Ri = .15 for Step 1; = .00 for Step 2, AR^ = .10 for Step 3 
*12<.05, »»i2<.01 
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22 
Hierarchical Multiple Regression Predicting Mothers' Time Two General Health from Life-
Event Upset m = 6n 
Variable E SE B 
Step I 
Time one mothers' 
general health .58 .10 .60*** 
Step 2 
Time one mothers' 
general health .61 .10 .62*** 
Time one mothers' 
life-event upset -.01 .02 -.10 
Step 3 
Time one mothers' 
general health .63 .09 .65*** 
Time one mothers' 
life-event upset -.05 .02 -.37** 
Time two mothers' 
life-event upset .10 .02 .45*** 
Note. = .37 for Step 1: AR' = .00 for Step 2. AR^ = .13 for Step 3 
*jl < .05, **I2 < .01, ***ii < .001 
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Table 23 
Correlations Between Fathers' Time Two Outcomes and Time Two Life Events and Life-Event 
U p s e t  r N  =  3 9 - 4 n  
Outcome Variable Number of Life Events Life-event upset 
Depression .64*** .63*** 
General health .51*** .53*** 
Health limits .35* .28 
Health problems .60*** .64*** 
significant predictors of outcomes when controlling for time one reports of life events or life-
event upset and the respective outcome. In these analyses total life events remained a significant 
predictor of fathers' symptoms of depression and health problems at time two. The same pattern 
of results emerged for the analyses using the upset caused by life events. Upset remained a 
significant predictor of both depression and health problems after controlling for time one 
depression or health problems and time one life-event upset. The results of the analysis 
predicting depressive symptoms from number of life events are presented in Table 24. The 
results of the analysis predicting health problems from number of life events are presented in 
Table 25. The results of the analyses predicting depressive symptoms fi-om life-event upset are 
presented in Table 26 and Table 27 presents the results of the analysis predicting health problems 
from life-event upset. 
Tables 24 through 27 show that increases in distress, as measured by the upset caused by 
life events and the number of life events, overtime lead to increases in both physical and mental 
health symptoms. These results provide support for the relations predicted in hypothesis five. 
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Hypothesis Six 
Hypothesis six predicted that, for children in the study, increases in subjective stress as 
measured by total life events or the upset caused by life events would predict increases in 
subjective levels of distress. Distress measures include depression, general health, health limits, 
and health problems at time two. To test this hypothesis, correlations were conducted between 
life events, life-event upset, and time two distress. Those relations that were found to be 
significant were then entered into regression analyses controlling for time one life events or life-
event upset and time one levels of the appropriate outcome. These analyses will be reported for 
cancer survivors first followed by siblings. 
Changes in Life Events Predicting Changes in Well Being for Cancer Patients 
Cancer survivors' report of life events and outcomes. Correlation analyses between 
cancer survivors' time two outcomes and time two life events and time two life-event upset 
showed no significant relations. Because no significant correlations were found, no further 
analyses were conducted. 
Changes in Life Events Predicting Changes in Well Being for Siblings 
Siblings' report of life events and outcomes. Correlations between siblings' time two life 
events and life events upset and time two outcomes are presented in Table 28. 
As depicted in Table 28, time two life events were significantly related to all four time 
two outcomes. In all cases, a higher number of life events was related to poorer outcomes. In 
contrast, the upset caused by life events was only related to symptoms of depression. 
Hierarchical regression analyses controlling for time one life events or life-event upset and time 
one reports of the appropriate outcome were conducted to further test the significant relations. 
Regression analyses found only two of the relations remained significant after controlling for 
time one outcome and time one life events. The total number of life events remained a 
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Tabig 24 
Hierarchical Multiple Regression Predicting Fathers' Time Two Depressive Symptoms from 
Number of Life Events fN = 40") 
Variable E SF. B Q 
Step 1 
Time one fathers' 
depressive symptoms .89 .15 .65*** 
Step 2 
Time one fathers' 
depressive symptoms .70 .16 .57*** 
Time one fathers' 
totallife events .29 .16 .22 
Step 3 
Time one fathers' 
depressive symptoms .53 .16 .43** 
Time one fathers' 
totallife events -.03 .20 -.02 
Time two fathers' 
total life events .73 .30 .43* 
Note. Ei = .42 for Step 1; AR^ = .05 for Step 2, AR' = .07 for Step 3 
*Ii<.05, **ii<.01, ***p<.OOI 
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Tabig 25 
Hierarchical Multiple Regression Predicting Fathers' Time Two Health Problems from Number 
of Life Events fN = 40'> 
Variable B SE B 
Step 1 
Time one fathers' 
health problems .28 .22 .20 
Step 2 
Time one fathers' 
health problems .12 .23 .09 
Time one fathers' 
total life events .05 .03 .30 
Step 3 
Time one fathers' 
health problems .24 .19 .18 
Time one fathers' 
total life events -.05 .04 -.25 
Time two fathers' 
total life events .19 .05 .75*** 
Note. = .04 for Step 1; AR^ = .08 for Step 2, AR' = .29 for Step 3 
***j2<.001 
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Table 26 
Hierarchical Multiple Regression Predicting Fathers' Time Two Depressive Symptoms from 
Life-Event Upset rN = 40'> 
Variable E SE_B g 
Step 1 
Time one fathers' 
depressive symptoms .80 .15 .65*** 
Step 2 
Time one fathers' 
depressive symptoms .66 .16 .54*** 
Time one fathers' 
life-event upset .15 .07 .27* 
Step 3 
Time one fathers' 
depressive symptoms .55 .16 .45** 
Time one fathers' 
life-event upset .02 .09 .03 
Time two fathers' 
life-event upset .29 .12 .40* 
Note. R' = .42 for Step 1; AR^ = .06 for Step 2, AR^ = .08 for Step 3 
*p<.05, **p<.01,***p<.001 
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Table 27 
Hierarchical Multiple Regression Predicting Fathers' Time Two Health Problems from Life-
Event Upset fN = 40^ 
Variable B SE B 
Step 1 
Time one fathers' 
health problems .28 .22 .20 
Step 2 
Time one fathers' 
health problems .08 .22 .06 
Time one fathers' 
life-event upset .03 .13 .39* 
Step 3 
Time one fathers' 
health problems .38 .19 .28 
Time one fathers' 
life-event upset -.02 .02 -.24 
Time two fathers' 
life-event upset .08 .02 .80*** 
Note. Ef = .04 for Step 1; AR^ = . 14 for Step 2, AR' = .29 for Step 3 
*p<.05, ***p<.001 
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Table 28 
Correlations Between Siblings' Time Two Outcomes and Time Two Life Events and Life-Event 
Upset fN = 41 -42^ 
Outcome Variable Number of Life Events Life-event upset 
Depression .40** .40** 
General health .34* .27 
Health limits .31* .21 
Health problems .36* .18 
*j2<.05, *»]2<.01 
significant predictor of symptoms of depression and health problems at time two. The 
results for the regression analysis predicting time two depressive symptoms are presented in 
Table 29. The results for the analysis predicting time two health problems are presented in 
Table 30. 
As depicted in Tables 29 and 30, increases in the number of life events did predict 
increases in physical and mental health symptoms for siblings of cancer patients. This finding 
provides support for the predictions made in hypothesis six. 
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Table 29 
Hierarchical Multiple Regression Predicting Siblings' Time Two Depressive Symptoms from 
Number of Life Events rN = 401 
Variable E ^ 
Step I 
Time one siblings' 
depressive symptoms .73 .28 .40* 
Step 2 
Time one siblings' 
depressive symptoms .51 .31 .27 
Time one siblings' 
total life events .23 .14 .27 
Step 3 
Time one siblings' 
depressive symptoms .31 .29 .16 
Time one siblings' 
total life events .12 .14 .14 
Time two siblings' 
total life events .35 .13 .41* 
Note. R^ = .15 for Step 1: AR^ = .06 for Step 2, .13 for Step 3. 
*J2<.05, 
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Table 30 
Hierarchical Multiple Regression Predicting Siblings' Time Two Health Problems from Total 
Life Events fN = 401 
Variable E ^ 
Step 1 
Time one siblings' 
health problems -.02 .18 -.02 
Step 2 
Time one siblings' 
health problems .03 .18 .03 
Time one siblings' 
total life events -.08 .16 -.22 
Step 3 
Time one siblings' 
health problems -.08 .16 -.07 
Time one siblings' 
total life events -.18 .06 -.48** 
Time two siblings' 
total life events .21 .06 .59** 
Note. Kf = -00 for Step 1; AR^ = .05 for Step 2, AR' = .26 for Step 3 
*j2< .05, **{}< .01 
l O I  
DISCUSSION 
This project was designed to investigate three central questions. First, it investigated the 
relations between parents' self reported coping and family members' physical and mental health 
symptoms. Second, it examined the relations between each individual's perception of other 
family members' coping and each person's outcomes. Lastly, this project investigated the 
relations between stressful life events and changes in mental and physical health symptoms. This 
section will discuss the findings related to those issues followed by a brief discussion of the 
limitations of this study and possible future directions for this line of research. Results will be 
discussed first for cancer patients followed by siblings, mothers, fathers, and family level 
patterns in the results. 
Predictors of Cancer Patients' Outcomes 
Most notable with regard to cancer patients was the lack of significant predictors of their 
outcomes. The regression analyses controlling for time one outcome levels found two significant 
relations. Mothers' problem-focused coping was positively associated with cancer patient health 
problems and cancer patients' perceptions of fathers' use of support seeking positively predicted 
cancer patient health limits at time two. Siblings and cancer patients did not differ in the mean 
number of depressive symptoms, but neither coping nor life events predicted these symptoms for 
cancer patients. In fact, there were no significant relations between cancer patient coping and 
their outcomes. The absence of a significant relation between coping and depression is consistent 
with the research reported by Fritz and his colleagues (Fritz et al., 1988). These researchers 
failed to find significant relations between specific coping strategies and outcomes for cancer 
survivors. Fritz and his colleagues stated that the lack of significant relations between coping and 
depression for this population suggests that there is no best or correct strategy for children 
coping with cancer. 
Other studies did report that certain coping strategies were related to better outcomes for 
this population (Wortchel et al., 1987). Specifically, Wortchel's group reported that cancer 
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patients' use of cognitive and behavioral control strategies were related to better outcomes. The 
findings of the current project did not support this research. This study did not replicate the 
research that found cancer survivors to report less depressive symptoms than healthy controls 
(Fritz & Williams, 1988; Greenberg et al., 1989; Kaplan et al., 1987; Wortchel et al., 1988). 
Cancer survivors and siblings self reported symptoms of depression did not differ at time one or 
time two. 
The other interesting finding for cancer patients was that, unlike their siblings, mothers, 
and fathers, neither the raw number of life events nor the upset caused by life events predicted 
outcomes for survivors. Recall that cancer patients did not differ fi'om their siblings in either the 
number of events experienced or the upset caused by life events. This finding is inconsistent with 
the life event literature for the general population that reports a small but consistent correlation 
between life events and mental and physical health symptoms (Holmes & Matsuda, 1974). One 
explanation for this finding might be related to the experience of cancer itself. It may be that the 
experience of having cancer is so difficult and the consequences so grave that events that 
typically cause sufficient stress to lead to mental and physical symptoms in the general 
population do not have the same effect on cancer survivors. In other words, the types of stressors 
that the general population faces pale in comparison to having cancer, and so survivors do not 
have the same reaction to these more common stressful events. 
Predictors of Siblings' Outcomes 
The results for siblings showed a much different pattern from that for cancer patients. 
The regression analyses, controlling for time one outcome levels, revealed six significant 
relations. Mothers' emotion-focused coping was significantly predictive of sibling outcomes. 
Mothers' self report of emotion-focused coping was negatively related to depressive symptoms in 
siblings. In contrast, siblings' perceptions of their mothers' emotion-focused coping was 
positively related to sibling health problems. Emotion-focused strategies involved both venting 
and avoiding behaviors. It is possible that mothers in this study reduced their use of emotion-
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focused strategies when siblings showed symptoms of depression in an attempt to cope with 
siblings' symptoms. They may have vented less and used less avoidance in order to help siblings 
reduce their depressive symptoms. With regard to health problems, siblings with higher levels of 
health problems may have simply been more sensitive to the venting or avoiding behaviors of 
their mothers. The association between mothers' venting and avoiding and sibling health 
problems is consistent with the literature on communication between siblings and their parents in 
families coping with pediatric cancer. In general, positive outcomes are associated with higher 
quality communication between siblings and their parents (Evans, et al., 1992). However, there is 
evidence in the literature that good communication is not the norm in families dealing with child 
cancer (Hughes & Lieberman, 1990). It could be argued that venting (i.e., arguing or fighting) 
and avoiding are signs of poor communication. Although communication was not directly 
measured, the results from this study lend some support for the link between poor 
communication and outcomes for siblings of cancer patients. 
Siblings' perceptions of both parents' use of support seeking was a significant predictor 
of sibling outcomes. Siblings' perceptions of support seeking by mothers predicted fewer 
depressive symptoms and siblings' perceptions of support seeking by fathers was related to fewer 
health problems for siblings in this study. One interpretation of these findings is that they reflect 
siblings' perceptions that support is available to the family. In general, a consistent relation has 
been reported between perceived social support and outcomes (Cohen, 1988). Siblings who 
believe that their parents have access to helpful support systems suffer fewer symptoms whereas 
siblings who do not believe that their parents have access to support suffer more physical and 
mental health symptoms. 
Consistent with the literature (Holmes & Matsuda, 1974), increases in life events from 
time one to time two were related to increases in both mental and physical health symptoms in 
siblings. Interestingly, only the number of life events and not the subjective ratings of upset 
caused by these events were related to the outcomes. This result is inconsistent with the tenets of 
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the transactional theory of stress and coping (Lazarus & Folkman, 1984), which suggests that the 
upset caused by stressful events should be a better predictor of outcomes than the raw number of 
events. 
Predictors of Mothers' Outcomes 
For mothers, regression analyses controlling for time one outcome level revealed eight 
significant relations. The eight predictors of mothers' outcomes fell into four different categories. 
Emotion-focused coping, problem-focused coping, reframing, and the upset caused by life events 
were predictive of mothers' outcomes. Emotion-focused coping was related to mothers' reports of 
depressive symptoms. Both fathers' self report and mothers' perceptions of fathers' use of 
emotion-focused strategies were related to mothers' depressive symptoms. In both cases, higher 
levels of fathers' use of these strategies were related to higher levels of depressive symptoms for 
mothers. It is not possible to make any causal statements about these relations. However, it 
seems plausible that higher levels of fathers' venting and avoiding could lead to higher levels of 
depressive symptoms for mothers. Ptacek and Dodge (1995) reported that the use of "less-useful" 
coping strategies such as venting emotions were negatively related to relationship satisfaction. 
Given the wording of the items on the coping scale, another interpretation of this finding might 
be that higher levels of venting and emotional avoidance by fathers coupled with higher levels of 
depressive symptoms in mothers could be signs of reduced satisfaction with their relationship. 
Two aspects of the use of refining were related to mothers' depressive symptoms. 
Mothers' self report of reframing was negatively related to depressive symptoms, whereas 
siblings' self report of reframing was positively related to mothers' depressive symptoms. It 
seems likely that mothers who use these strategies would show fewer depressive symptoms. At 
face value the statements that make up this scale seem akin to statements used in a cognitive 
based approach for treatment of depression (i.e., " I just learned to live with it" and "I look for 
something good in what is happening"). It also is plausible that siblings whose mothers were 
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experiencing symptoms of depression might use these strategies as a means to cope with their 
mothers' symptoms. 
Mothers' perceptions of their partners' use of problem-focused coping were related to 
their general health. Higher perceived use of problem-focused strategies were related to better 
health. This is consistent with the research that has reported that taking control of a problem or 
situation can be adaptive even in low control situations (e.g., Thompson et al., 1993). Items on 
the coping scale measuring problem-focused coping are consistent with efforts to take control of 
the problem or situation (i.e., "Try to solve the problem" or "Put aside other activities in order to 
deal with the cancer"). We would expect that mothers who perceive that their partner is able to 
take action to deal with the stressors in their lives would report relatively better health than those 
who feel that their spouse is unable to make a plan or take control. 
Changes in the upset caused by life events were related to both reports of depressive 
symptoms and general health for mothers. Unlike siblings, mothers' outcomes were related only 
to her subjective report of the upset caused by life events and not the raw number of events. This 
finding suggests that mothers in this study were not affected by whether an event occurred, but 
by the subjective importance of the event. This is consistent with the transactional theory of 
stress and coping (Lazarus & Folkman, 1984). This theory postulates that life events are not 
inherently stressful. It is the perceptions an individual has about the nature of a specific event 
and the resources they have available to them to cope with an event that determine the amount of 
stress they experience. 
Predictors of Fathers' Outcomes 
For fathers, regression analyses controlling for time one outcome level revealed six 
significant relations. Cancer patients' reports of refi-aming were positively related to fathers' 
health limits and mothers' reports of emotion-focused coping were negatively related to fathers' 
health problems. Unlike mothers and siblings, both the raw number of life events and life-event 
upset predicted outcomes for fathers. Changes in life events and life-event upset predicted 
106 
changes in depressive symptoms and health problems. The direction of these relations suggests 
that a greater number of life events and a higher level of upset caused by life events was related 
to a larger number of symptoms. This finding is consistent with the life event literature that 
reported a small but consistent relation between life events and mental and physical health 
symptoms (Holmes & Matsuda, 1974). Again, like mothers and siblings, the correlation between 
life events and life-event upset was very high (r = .96). The fact that both the number of life 
events and life-event upset predicted equally well for fathers in this study is less difficult to 
understand than the findings for mothers and siblings where only one or the other predicted their 
outcomes. 
General Familv Patterns 
When looking at the data for all four groups of family members, two general patterns 
were identified. First, self reported coping was not as consistent a predictor of an individual's 
outcomes as was the coping of other family members. In other words, a person's self reported 
coping was not a good predictor of his or her outcomes in this study. The two exceptions were 
mothers' self report of reframing, which predicted her own depressive symptoms and mothers' 
report of problem-focused coping, which predicted her own general health. In all other cases, 
where coping was significantly related to an outcome, it was either another member's self report 
or the perception of another family member's coping that attained significance. For example, 
cancer patients' health problems were predicted by mothers' self reported use of problem-focused 
strategies and by cancer patients' perceptions of fathers' support seeking. This is consistent with 
the work of Ptacek and Dodge (1995) who found that wives' perceptions of their husband's 
coping was strongly related to their own satisfaction in the relationship. This finding is also 
consistent with the research that has failed to find a consistent link between cancer patients 
coping and their own outcomes (Fritz et al., 1988). My results suggest that it is important to 
consider other family members' coping when attempting to improve cancer patient outcomes. 
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The second general pattern involves the relations between stressful life events and 
outcomes. No two groups of individuals in this study showed the same pattern of relations 
between stressful life events and outcomes. Cancer patients showed no relation between stressful 
life events or life-event upset, and their outcomes. Siblings showed a significant relation between 
the number of life events and outcomes but not the upset caused by those events and outcomes. 
Mothers showed a significant relation between the upset caused by life events and outcomes but 
not to the raw number of events. Fathers showed significant relations to both number of events 
and the upset those events caused. This difference could be related to the roles undertaken by 
different family members (e.g., Minuchin, 1974) or some other variable not assessed in the 
current study. The data do not provide adequate information to solve this puzzle but further 
investigation of this finding seems warranted. 
Limitatlong 
There were several limitations to this study, so caution must be used when interpreting 
the results. Many of the limitations of this study result directly from its design and recruitment 
procedures. In many ways the family, and not individual family members, should have served as 
the unit of analysis. However, due to limited resources I was not able to recruit a sufficient 
number of four member families to allow me to conduct family level analyses. Analyses to test 
for differences between families who had four participants and those that did not were 
insignificant. However, it is very possible that differences did exist between these groups but the 
analyses did not have sufficient power to detect them. Another issue related to the sample was 
that data were not independent as data were taken from members of the same families. This 
violated one of the basic assumptions of inferential statistics. However, given the goals of the 
study this violation seems less important as interdependence between family members related 
directly to many of the studies hypotheses. 
Another set of limitations were related to the sample used in this study. The study was 
limited to families who had experienced pediatric cancer. This experience is far from 
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commonplace, so findings cannot be generalized to families who have not had this experience. 
The sample was drawn from families who lived within driving distance of Des Moines, with a 
high percentage of the sample coming from a rural environment. This further limits the 
generalizability within the population of families who have experienced cancer. 
Another limitation was the small sample size. The sample size limited the power of the 
analyses to detect significant effects. This study suffered from a low initial response rate (107 of 
341 or 31%). Additionally, the response rate after the first mailing was lower than desired (60%), 
likely due to the length of the questionnaires. It was not possible to control for important 
treatment-related variables due to a lack of response from one of the clinics who had treated 
nearly two-thirds of the children in the study. 
With regard to child participants, the age range of both sibling and cancer patient 
participants was fairly broad. Developmental theory would suggest that there would be 
differences within each of these groups based on age differences. For example, literature 
reviewed for this study suggested that there are age differences in preferred coping styles 
(e.g., Wortchel et al., 1987). However, due to the small sample size I was unable to appropriately 
test for differences. Correlations conducted between age and child outcomes found no significant 
differences. Correlations conducted between age and child coping found only one significant 
difference. Older cancer patients, but not siblings, used more reframing than did younger 
survivors. However, these findings are more likely a fiinction of a lack of power to detect 
differences rather than a lack of differences between different aged participants. 
Another limitation related to the age of the child participants was a lack of 
developmental sensitivity in the scale used to assess coping. It was decided to use the same scale 
for parents and children to allow comparison between parent and child perceptions of identical 
constructs. This necessitated adopting a measure that was more appropriate for adults than for 
children. Although parents were instructed to help children where necessary to insure that the 
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scale was responded to correctly, the items themselves likely did a better job of assessing parent 
strategies than the strategies of young children. 
Future Directions 
The question of family-level coping deserves further examination with larger samples to 
allow the use of more sophisticated data analysis techniques, such as path analysis or structural 
equation modeling. Future studies might focus on a more common family-related stressor such 
as school transition in order to facilitate recruiting a sufficient sample. 
With regard to families coping with pediatric cancer, initial discussions have taken place 
with physicians at the University of Iowa and Iowa Methodist Medical Center to begin the 
process of designing a study to address some of the limitations of the current project. The next 
study would cover several years and focus on family coping from diagnosis through treatment 
and into long term adjustment. This would provide information about the importance of coping 
while the family is experiencing the intense stress related to treatment and the uncertainty of the 
future that is experienced when cancer is first diagnosed. This study would to trace the course of 
the families' adjustment over time. 
Summarv 
This study investigated the coping and stress related to life events of families who have 
experienced pediatric cancer. The results suggest that for children, the coping efforts of their 
parents are significant predictors of their outcomes. For parents, especially mothers, the coping 
efforts of their children and partner are significant predictors of their mental and physical health 
symptoms. The effect of stressful life events on the family was different for different family 
members. Specifically, each group of individuals, cancer patients, siblings, mothers and fathers, 
all showed a different pattern of relations between stressful life events and the upset caused by 
those events and mental and physical health symptoms. Future research could be conducted with 
larger samples and begin at diagnosis in order to evaluate the importance of coping as families 
adjust to the cancer experience over time. 
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APPENDIX A 
STATEMENT OF CONFIDENTIALITY AND GENERAL INSTRUCTIONS 
I l l  
Statement of Confidentiality 
Your participation in this study is completely volimtary. All information that you 
provide will kept absolutely confidential. Any information that might permit 
identification of any person who answers the questions posed by this study will be 
carefiilly guarded and strictly confidential. 
Instructions for Completing the Questionnaire 
1. Please read the directions given at the beginning of each section very carefiilly. 
2. Answer the questions by circling the appropriate number, checking the appropriate 
box, or by writing the answer in the blank provided. 
3. Circle only one number per question unless specifically instructed to do so. 
4. If you are not sure of an answer, just give the best answer you can and write a comment 
beside the question. 
5. There are no "right" answers so please try to answer every question. 
6. When you have finished answering all of the questions, please go back and check to 
make sure that each answer is as you intended and that every question has an answer. 
ASSISTING YOm CHILPREN 
The children should be able to fill out their own questiormaires with very little help. 
However, if your child should need assistance please keep the following in mind. 
1. We are often asking the children what they think someone else in the family has done. 
Therefore, please do not answer anv questions for vour children. 
2. Please confine your assistance to explaining questions or procedures. If your child is 
not sure about an answer, ask him or her to do the best he or she can. 
3. Please do not discuss any of your answers or your child's answers until all 
questiormaires are completed. After everyone is finished it is a good idea to talk about 
the experiences related to filling out the questionnaires with your family. 
4. You may skip any upsetting item. 
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AFTER EACH QUESTIONNAIRE IS COMPLETED PLEASE PLACE IT 
IMMEDIATELY IN THE PRE-ADDRESSED ENVELOPE. WHEN ALL OF THE 
QUESTIONNAIRES ARE COMPLETED, SIMPLY SEAL THE ENVELOPE AND 
DROP IT IN THE MAIL. 
If you have any problems or questions about the procedures or questionnaires please call 
Ken Dodge at (515) 233-5695. You can leave a message if he is not home. 
Your full participation is very important to the success of this project. The information 
from this project will be used to help other families dealing with pediatric cancer as well 
as the professionals that serve them. 
THANK YOU FOR YOUR TIME AND EFFORT IN HELPING OTHER 
FAMILIES FACING CHILDHOOD CANCER! 
1 1 3  
APPENDIX B 
INFORMED CONSENT FORM 
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Informed Consent for Parent/Child Coping Survey 
I understand that myself and my children are being asked to complete a series of brief 
questionnaires. I also imderstand that, to ensure complete anonymity, my name will never be 
associated with the responses that I provide. My part of the project will take place in my home 
and last approximately 50 minutes. 
I understand that my children will be asked to provide information in the form of a series of brief 
questionnaires. I understand that their part in the project will take approximately 20 minutes. I 
understand that the names of my children will never be associated with the responses that they 
provided in order to protect their anonymity. 
I have read and understand the procedure described above. I realize that I or any of my 
children may withdraw consent and discontinue participation in the project at any time. I also 
understand that if I or my children have any questions during or after completing the 
questionnaires we may contact Ken Dodge at (515) 233-5695. 
Signature 
Date 
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Parent self-reported coping 
CANCOPE 
We want to know how people deal with cancer. Please tell us how you deal with the problems that cancer 
causes. Please read each item and tell us how much you do what each item says and how much it helps. If you are 
not sure about any item please make your best guess. 
Did you use it? Did it help? 
Not at all Some­
what 
Very 
much 
Not at all Some­
what 
Very 
much 
I. Put aside other activities in order to deal with 
cancer. 
1 2 3 I 2 3 
2. Talk to someone about how I am feeling aiiout 
cancer. 
1 2 3 1 2 3 
3. Look for something good in what is 
happening. 
1 2 3 1 2 3 
4. Learn to live with it 1 2 3 1 2 3 
5. Argue or fight about it 1 2 3 1 2 3 
6. Let family or friends help me feel better about 
it. 
1 2 3 1 2 3 
7. Make a plan to deal with it 1 2 3 1 2 3 
8. Let my feelings out; yell, scream or hit 
something. 
I 2 3 1 2 3 
9. Pretend that it isn't really happening. 1 2 3 1 2 3 
10. Watch TV or do something to think about it 
less. 
1 2 3 1 2 3 
11. Pray for God's help. 1 2 3 1 2 3 
12. Admit that I can't do anything about it and 
quit trying. 
1 2 3 1 2 3 
13. Stay away from other people so I can keep 
my feelings to myself 
1 2 3 I 2 3 
14. Blame myself for the problem. 1 2 3 1 2 3 
IS. Look for an expert to tell me what to do. 1 2 3 1 2 3 
16. Try to solve the problem. 1 2 3 I 2 3 
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Report of spouse coping 
CANCOPE 
We want to know how people deal with cancer. Please tell us how your spouse deals with the problems that 
cancer causes. Please read each sentence and tell us how much he or she does what each sentence says and how 
much it helps. If you are not sure about any sentence please make your best guess. 
Did he/she use it? Did it help? 
Not at 
all 
Some­
what 
Very 
much 
Not at 
all 
Some­
what 
Very 
much 
1. He/she puts aside other activities in order to deal 
the cancer. 
1 2 3 1 2 3 
2. He/she talks to someone about how he/she is feeli 
about the cancer. 
1 2 3 1 2 3 
3. Looks for something good in what is happening. I 2 3 1 2 3 
4. Learns to live with it I 2 3 1 2 3 
S. Argues or has a fights . 1 2 3 1 2 3 
6. Lets family or fiiends help him/her feel better ab I 2 3 1 2 3 
7. Makes a plan to deal with it 1 2 3 I 2 3 
S. Lets his/her feelings out; yells, screams or hits 
something. 
1 2 3 1 2 3 
9. Pretends that it isn't really happening. 1 2 3 1 2 3 
10. Watches TV or does something to think about it 1 2 3 1 2 3 
11. Prays for God's help. I 2 3 1 2 3 
12. Admits he/she can't do anything about it and qui 
trying. 
1 2 3 1 2 3 
13. Stays away from other people so he/she can kee 
liis/her feelings to him/herself. 
1 2 3 1 2 3 
14. Blames him/herself for the problem. 1 2 3 1 2 3 
15. Looks for an expert to tell him/her what to do. 1 2 3 1 2 3 
16. Tries to solve the problem. 1 2 3 1 2 3 
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Parent report of Child Coping 
Please tell us how your child who has had or currently has cancer deals with the problems that cancer causes. 
Please read each item and tell us how much he or she does what each sentence says and how much it helps him or 
her. If you are not sure about any item please make your best guess. 
Does he/she use it? Does it help? 
For your child with cancer... Not at 
all 
Some­
what 
Very 
much 
Not at 
all 
Some­
what 
Ver>' 
much 
1. He/she puts aside other activities in order to deal wi 
cancer. 
1 2 3 1 2 3 
I. He/she talks to someone about how he/she is feelin 
about the cancer. 
1 2 3 1 2 3 
3. Looks for something good in what is happening. 1 2 3 1 2 3 
4. Learns to live with it 1 2 3 1 2 3 
S. Argues or has a fights. 1 2 3 I 2 3 
6. Lets family or fnends help him/her feel better about 1 2 3 1 2 3 
7. Makes a plan to deal with it. 1 2 3 1 2 3 
8. Lets his/her feelings out; yelled, screamed or hit 
iomething. 
1 2 3 1 2 3 
9. Pretends that it isn't really happening. 1 2 3 1 2 3 
10. Watches TV or does something to think about it le 1 2 3 1 2 3 
11. Prays for God's help. I 2 3 I 2 3 
12. Admits he/she can't do anything about it and quits 
trying. 
1 2 3 I 2 3 
13. Stays away liom other people so he/she can keep 
tiis/her feelings to him/heiself. 
I 2 3 1 2 3 
14. Blames him/herself for the problem. 1 2 3 1 2 3 
IS. Looks for an expert to tell him/her what to do. 1 2 3 1 2 3 
16. Tries to solve the problem. 1 2 3 1 2 3 
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Parent Life Event Questionnaire 
Below are listed many different events that parents and families have to deal with. Please check 
those events that you have experienced in the past year. Also, for each item checked below, 
please indicate how upset it made you from no upset to much upset. 
How Much 
Upset did it cause? 
Did it No Some Much 
Event Happen? Upset Upset Upset 
Detention in jail. No Yes 1 2 J 
Death of a spouse No Yes 1 2 3 
Major change in sleeping habits. No Yes 1 2 3 
Death of a family member 
Mother No Yes 1 2 3 
Father No Yes 1 2 J 
Brother No Yes 1 2 3 
Sister No Yes 1 2 3 
Grandmother No Yes 1 2 3 
Grandfather No Yes 1 2 3 
Death of a Child No Yes 1 2 3 
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How Much 
Upset did it cause? 
Did it No Some Much 
Event Happen? Upset Upset Upset 
Foreclosure on mortgage or other loan. No Yes 1 2 J 
Death of a close friend. No Yes 1 2 J 
Minor law violations like a speeding Ticket 
No Yes 1 2 3 
Pregnancy. No Yes 1 2 3 
A major change.at work. No Yes 1 2 3 
New job. No Yes 1 2 J 
Serious illness or injury to a family membe 
No Yes 1 2 n J 
Sexual difficulties. No Yes 1 2 3 
Trouble with my employer. No Yes 1 2 3 
Trouble with the in-laws. No Yes I 2 3 
Major change in financial situations. No Yes 1 2 3 
Major change in the closeness of our famil 
No Yes 1 2 3 
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How Much 
Upset did it cause? 
Did it Not Some Very Up 
Event Happen? Upset Upset 
Gained a new family member. No Yes 1 2 J 
Change of residence. No Yes 1 2 n J 
Marital separation. No Yes 1 2 -> J 
Major change in church activities. No Yes 1 2 3 
Major change in the number of arguments 
with your spouse. No Yes 1 2 3 
Major change in your spouse's work. No Yes 1 2 3 
Change in the amount of recreation. No Yes 2 3 
Change in social activities No Yes 1 2 3 
Divorce. No Yes 1 2 3 
Serious ilhiess or injury to a close friend. No Yes 1 2 3 
Son or daughter leaving home. No Yes I 2 3 
Child starts a new school. No Yes I 2 J 
Child had psychiatric problems, (like 
depression. No Yes 1 2 J 
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Event 
How Much 
Upset did it cause? 
Did it Not Some Very 
Happen? Upset Upset Upset 
I had to quit something I like to do. No Yes 1 2 -> J 
Cancer related Events 
The following events are specific to your experience of your child's cancer. 
How Much 
Upset did it cause? 
Did it Not Ups Some Very Up 
Event Happen? Upset 
Relapse of child's cancer. No Yes 1 2 J 
Cancer patient failed a class. No Yes 1 2 3 
Cancer patient had problems with fnends. No Yes 1 2 3 
Cancer patient had problems with his or her 
body image. No Yes 1 2 
Cancer patient had health problems beyond 
cancer. No Yes 1 2 3 
Cancer patient had problems in his or her 
friendships. No Yes 1 2 3 
Cancer patient became harder to deal with 
home. No Yes 1 2 3 
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Event 
How Much 
Upset did it cause? 
Did it Not Some Very 
Happen? Upset Upset Upset 
Cancer patient dropped a course at school. No Yes I 2 J 
Cancer patient was expelled from school. No Yes 1 2 J 
Cancer patient was hospitalized. No Yes 1 2 3 
Cancer patient became less willing to discu 
their life with you. No Yes 1 2 J 
Your relationship worsened with your child 
who had cancer No Yes 1 2 J 
The following events refer to your other children. 
Think about all of you other children, not just the 
child in the study. Did it 
Happen? 
How Much 
Upset did it cause? 
Had a serious accident or illness. No Yes 1 2 3 
Failed a class. No Yes 1 2 3 
Had problems with boy/girl friend. No Yes I 2 3 
Had problems with his or her body image. No Yes 1 2 3 
Had serious health problems. No Yes 1 2 3 
Had problems in his or her friendships. No Yes 1 2 3 
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Event 
How Much 
Upset did it cause? 
Did it Not Some Very 
Happen? Upset Upset Upset 
Became harder to deal with at home. No Yes 1 2 3 
Dropped a course at school. No Yes 1 2 J 
Was expelled from school. No Yes 1 2 3 
Was hospitalized. No Yes 1 2 O J 
Became less willing to discuss his or her lif 
with you. No Yes 1 2 3 
Your relationship worsened with one or mo 
of your children No Yes 1 2 J 
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SPS 
Instructions: 
Indicate how much you agree or disagree with the following statements by circling the 
appropriate number. 
If you strongly disagree circle 1 
If you disagree circle 2 
If you agree circle 3 
If you strongly agree circle 4 
Strongly Strongly 
Disagree Disagree Agree Agree 
1. There are people I can depend on to help me if I really 
need it. 1 2 3 4 
2. I feel that I do not have any close personal relationships 
with other people. 1 2 3 4 
3. There is no one I can turn to for guidance in times of 
stress. 1 2 3 4 
4. There are people who depend on me for help. 1 2 3 4 
5. There are people who enjoy the same social activities I 
do. 1 2 3 4 
6. Other people do not view me as competent. 1 2 3 4 
7. I feel personally responsible for the well-being of 
another person. 1 2 J 4 
8. I feel part of a group of people who share my attitudes 
and beliefs. I 2 3 4 
9. I do not think other people respect my skills and 
abilities. 1 2 3 4 
10. If something went wrong, no one would come to my 
assistance. 1 2 3 4 
11.1 have close relat ionships that  provide me with a  sense 
of emotional security and well-being. 1 2 3 4 
12. there is someone I could talk to about important 
decisions in my life. 1 2 3 4 
13.1 have relat ionships where my competence and ski l l  are 
recognized. 1 2 3 4 
14. There is no one who shares my interests and concerns. 1 2 3 4 
15. There is no one who really relies on me for their well-
being. 1 2 3 4 
16. There is a trustworthy person I could turn to for advice 
if I were having problems. 1 2 3 4 
17.1 feel  a  strong emotional  bond with at  least  one other pers 
1 2 3 4 
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Strongly Strongly 
Disagree Disagree Agree Agree 
18. There is no one 1 can depend on for aid if I really need it. 
I 2 J 4 
19. There is no one 1 feel comfortable talking about problem 
with. 1 2 J 4 
20. There are people who admire my talents and abilities. 
I 2 3 4 
21.1 lack a  feel ing of  int imacy with another person.  1 2 3 4 
22. There is no one who likes to do the things I do. 1 2 3 4 
23. There are people I can count on in an emergency. 1 2 3 4 
24. No one needs me to care for them anymore. 1 2 3 4 
1 3 1  
APPENDIX H 
PARENT SELF REPORT OF PHYSICAL HEALTH 
132 
Health Status Questionnaire 
Instructions: 
Answer every question by circling the appropriate number, 1,2,3,... If you are unsure about how 
to answer a question, please give the best answer you can and make a comment next to the 
question. 
1. In general, would you say your health is: 
Excellent 1 
Very Good 2 
Good 3 
Fair 4 
Poor 5 
2. Compared to one year ago, how would you rate your health in general now? 
Much Better now than one year ago 1 
Somewhat better now than one year ago 2 
About the same 3 
Somewhat worse now than one year ago 4 
Much worse now than one year ago 5 
3. The following questions are about activities you might do during a typical day. Does your 
health limit you in these activities? If so, how much? (Circle 1,2, or 3 on each line.) 
Yes, Limi Yes, Limi No, not 
a lot a little limited at 
a. Vigorous activities, such as running, lifting 
heavy objects, participating in strenuous sport 1 2 3 
b. Moderate activities, such as moving a table. 
pushing a vacuum cleaner, bowling, or playin 
golf 1 2 3 
c. Lifting or carrying groceries 1 2 3 
d. Climbing several flights of stairs 1 2 3 
e. Climbing one flight of stairs 1 2 3 
f. Bending, kneeling, or stooping 1 2 3 
g. Walking more than a mile 1 2 3 
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Yes, Limi Yes, Limi No, not 
a lot a little limited at 
h. Walking several blocks 1 2 3 
i. Walking one block 1 2 3 
j. Bathing and dressing yourself 1 2 3 
4. Dnring the past 4 weeks, have you had any of the following problems with your work or other 
regular daily activities as a result of your physical health? (Please answer YES or NO for each 
question by circling 1 or 2 on each line. 
YES NO 
a. Cut down on the amount of time your spent on 
work or other activities I 2 
b. Accomplished less than you would like 1 2 
c. Were limited in the kind of work or other activiti 
you could perform 1 2 
d. Had difficulty performing the work or other 
activities (for example, it took extra effort 1 2 
HEALTH IN GENERAL 
5. Please choose the answer that best describes how true or false each of the following statements 
is for you. 
Definitel Mostly Tr Not Mostly Fa Definitel 
True Sure False 
a. I seem to get sick a little 
easier than other people. I 2 3 4 5 
b. I am as healthy as anybody 
I know. 1 2 3 4 5 
c. I expect my health to get 1 2 3 4 5 
worse. 
d. My health is excellent. 1 2 3 4 5 
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Child's Health Status Questionnaire 
Instructions; 
Answer every question by circling the appropriate number, 1,2,3,... If you are unsure about how 
to answer a question, please give the best answer you can and make a comment next to the 
question. 
1. In general, would you say your child's health is: 
Excellent 1 
Very Good 2 
Good 3 
Fair 4 
Poor 5 
2. Compared to one year ago, how would you rate your child's health in general now? 
Much Better now than one year ago 1 
Somewhat better now than one year ago 2 
About the same 3 
Somewhat worse now than one year ago 4 
Much worse now than one year ago 5 
3. The following questions are about activities your child might do during a typical day. Does 
his or her health limit him or her in these activities? If so, how much? (Circle 1, 2, or 3 on each 
line.) 
Yes, limit Yes, limit No, not 
a lot a little limited at 
a. Vigorous activities, such as running, lifting 
heavy objects, participating in strenuous sport 
1 2 3 
b. Moderate activities, such as moving a table, 
pushing a vacuum cleaner, bowling, or playin 
golf 1 2 3 
c. Lifting or carrying groceries 1 2 3 
d. Climbing several flights of stairs 1 2 3 
e. Climbing one flight of stairs 1 2 3 
f Bending, kneeling, or stooping 1 2 3 
g. Walking more than a mile 1 2 3 
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Yes, limit Yes, limit No, not 
a lot a little limited at 
h. Walking several blocks 1 2 3 
i. Walking one block 1 2 3 
j. Bathing and dressing 1 2 3 
4. During the past 4 weeks, has your child had any of the following problems with his or her 
work or other regular daily activities as a result of his or her physical health? (Please answer YES 
or NO for each question by circling 1 or 2 on each line. 
YES NO 
a. Cut down on the amount of time he or she spent 
work or other activities 1 2 
b. Accomplished less than he or she would like 1 2 
c. Limited in the kind of work or other activities 1 2 
d. Had difficulty performing work or other activitie 
(for example, it took extra effort 1 2 
YOUR CHILD'S HEALTH IN GENERAL 
5. Please choose the answer that best describes how true or false each of the following statements 
is for you. 
Definitel Mostly Tr Not Mostly Fa Definitel 
True Sure False 
a. My child gets sick a little 
easier than other people. 1 2 3 4 5 
b. My child is as healthy 
as anybody I know. 1 2 3 4 5 
c. I expect my child's 
health to get worse. 1 2 3 4 5 
d. My child's health is 
excellent. 1 2 3 4 5 
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CES-D 
Below is a list of the ways you might have felt or behaved. Please tell us how often you have 
this way during the past week. 
Rarely or None of the time (Less than 1 day) 1 
Some or a Little of the Time (1-2 Days) 2 
Occasionally or a Moderate Amount of time (3-4 Days) 3 
Most or all of the Time (5-7 Days) 4 
During th? past week; 
O-I 
days 
1-2 
days 
3-4 
days 
5-7 
days 
1. I was bothered by things that usually don't bother me. 1 2 3 4 
2. I did not feel like eating; my appetite was poor. 1 2 3 4 
3. I felt that I could not shake off the blues even with help from 
family or friends. I 2 3 4 
4. I felt that I was just as good as other people.* 1 2 3 4 
S. I had trouble keeping my mind on what I was doing. 1 2 3 4 
6. 1 felt depressed. 1 2 3 4 
7. I felt that everything I did was an effort. I 2 3 4 
8. I felt hopeful about the future.* 1 2 3 4 
9. I thought my life had been a failure. 1 2 3 4 
10.1 felt  fearful .  1 2 3 4 
11.  My sleep was restless.  1 2 3 4 
12.1 was happy.* 1 2 3 4 
13.1 talked less than usual.  1 2 3 4 
14.1 felt  lonely.  1 2 3 4 
15.  People were unfriendly.  1 2 3 4 
16.1 enjoyed l ife .* 1 2 3 4 
17.1 had crying spells .  I 2 3 4 
18.1 felt  sad.  1 2 3 4 
19.1 felt  that people disl iked me.  I 2 3 4 
20.1 could not get  going.  I 2 3 4 
Note: * Item was reverse scored. 
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Please either fill in, circle or check the appropriate space as is required for each question. 
1. Your Age Age of child with cancer Sex of child with cancer M F 
Age of your other child in the study Sex of your other child in the study M F 
2. Family income. Circle the amount closest to your families yearly income. 
$10,000 $20,000 $30,000 $40,000 $50,000 $60,000 $70,000 $80,000 
2a. How easy is it for you to meet you financial obligations (pay your bills each month)? 
Very Easy Average Very Difficult 
12 3 4 5 
3. Last year of school completed. (Circle closest) 6th 8th 10th 12th 14th 
Degree (s) Earned. High School Diploma GED BA BS MA MS Ph.D. MD JD 
4. Total number of children in your family 
Their ages/sex / / / / / / 
5. Father's Job title Mother's Job title (if working) 
6. Residence, 
Rural, in town (under 5,000) , Rural, out of town , City (over 5,000) 
7. Marital Status 
Married , Single , Divorced, Separated, , Widowed, , Remarried _ 
8. If married please rate your satisfaction with you marriage. 
Very Satisfied Average Very Dissatisfied 
I 2 3 4 5 
9. Please rate your satisfaction with your parenting experience. 
Very Satisfied Average Very Dissatisfied 
1 2 3 4 5 
10. Have you ever received any family counseling? Yes No . 
11. Have you ever received any individual counseling? Yes No 
141 
APPENDIX L 
PARENT REPORT OF COPING EFFICACY 
142 
Parent Coping Self Efficacy 
How much do you agree or disagree with the following statements about your ability to 
deal with cliildhood cancer. 
Strongly 
Disagree Disagree Agree 
Strongly 
Agree 
1. If anyone can find an answer to the problems caus 
by childhood cancer, I can. 1 2 3 4 
2. I honestly believe that I have all the skills necessa 
to deal with childhood cancer. 1 2 3 4 
3. Other parents could solve their cancer related 
problems if they would approach them like I do. I 2 3 4 
4. I always find an answer to the problems caused by 
childhood cancer. 1 2 3 4 
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Child self-reported coping 
CANCOPE 
We want to know how people deal with cancer. Please tell us how you deal with the problems that cancer 
causes. Please read each sentence and tell us how much you do what each item says and how much it helps. If you 
are not sure about any sentence please make your best guess. 
Did you use it? Did it help? 
Not at all Some­
what 
Very 
much 
Not at all Some­
what 
Very 
much 
1. Put aside other activities in order to deal with th 
cancer. 
I 2 3 1 2 3 
2. Talk to someone about how I am feeling about t 
cancer. 
1 2 3 1 2 3 
3. Look for something good in what is happening. 1 2 3 1 2 3 
4. Learn to live with it 1 2 3 1 2 3 
S. Argue or fight about it I 2 3 1 2 3 
6. Let family or fiiends help me feel better about it 1 2 3 1 2 3 
7. Make a plan to deal with it 1 2 3 1 2 3 
8. Let my feelings out; yell, scream or hit somethi 1 2 3 1 2 3 
9. Pretend that it isn't really happening. 1 2 3 1 2 3 
10. Watch TV or do something to think about it Ics 1 2 3 1 2 3 
11. Pray for God's help. 1 2 3 1 2 3 
12. Admit that 1 can't do anything about it and quit 
trying. 
1 2 3 1 2 3 
13. Stay away fit)m other people so I can keep my 
feelings to myself. 
1 2 3 1 2 3 
14. Blame myself for the problem. 1 2 3 I 2 3 
15. Look for an expert to tell me what to do. 1 2 3 1 2 3 
16. Try to solve the problem. 1 2 3 1 2 3 
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Child report of parent coping 
CANCOPE 
We want to know how people deal with cancer. Please tell us how your parents deal with the problems that 
cancer causes. Please read each sentence and teil us how much they do what each item says and how much it helps. 
If you are not sure about any sentence please make your best guess. 
Did they use it? Did it help? 
Not at all Some­
what 
Very 
much 
Not at all Some­
what 
Very 
much 
1. They puts aside other activities in order to deal wi 
cancer 
1 2 3 1 2 3 
2. They tallc to someone about how they are feeling 
about cancer. 
1 2 3 1 2 3 
3. They look for something good in what is happeni 1 2 3 1 2 3 
4. They learn to live with it 1 2 3 1 2 3 
5. They argue or fight about it 1 2 3 1 2 3 
6. They let family or fnends help them feel better ab 
it. 
1 2 3 1 2 3 
7. They make a plan to deal with it 1 2 3 1 2 3 
8. They lets their feelings out; yell, scream or hit 
something. 
1 2 3 1 2 3 
9. They pretend that it isn't really happening. 1 2 3 1 2 3 
10. They watches TV or do something to think about 
less. 
1 2 3 1 2 3 
11. They pays for God's help 1 2 3 1 2 3 
12. They admit that they can't do anything about it a 
quit trying. 
1 2 3 1 2 3 
13. They stay away from other people so they can ke 
their feelings to themselves. 
1 2 3 1 2 3 
14. They blame themselves for the problem. 1 2 3 1 2 3 
IS. They look for an expert to tell them what to do. 1 2 3 1 2 3 
16. They try to solve the problem. 1 2 3 I 2 3 
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Child's Life Events Scale 
People have to face many different things. We want to know what you have had to face in the last 
year. Below is a list of many of the things people face. Read each event one at a time. If you have 
not faced it, just go on to the next one. If you have faced it, place a check mark next to it. Then, tell 
us how much it bothered you. If it did not bother you at all, circle the number 1. If it bothered you a 
little bit, circle the number 2. If it bothered you a lot, circle the number 3. 
Didn't Upset Upset 
Did it Upset me a me a 
Event Happen ? Me little lot 
I. A good fnend moved away. yes no I 2 3 
2. Had to go to the doctor. yes no 1 2 3 
3. Had a fight with my best fnend. yes no 1 2 3 
4. Got a bad grade in school. yes no 1 2 3 
5. My mom and dad had a fight. yes no 1 2 3 
6. Did less with my fnends. yes no 1 2 3 
7. Had to go to the hospital. yes no 1 2 3 
8. A fnend died. yes no 1 2 3 
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Didn't Upset Upset 
Did it Upset me a me a 
Event Happen ? Me little lot 
9. I didn't get something I really wanted. yes no 1 2 3 
10. I had a fight with my mom or dad. yes no I 2 3 
II. My family didn't get to do something we 
really wanted to do. yes no I 2 3 
12. 1 failed a class at school. yes no 1 2 3 
13. I don't look as nice as a used to. yes no I 2 3 
14. My parents got divorced. yes no 1 2 3 
15. A family member got really sick. yes no 1 2 3 
16. My parents spent more time with my 
brother or sister than with me. yes no I 2 3 
17. I had to quit something I like to do. yes no I 2 3 
18. My mom or dad changed jobs. yes no 1 2 3 
19. My family had to move. yes no I 2 3 
20. Someone in our family died. yes no I 2 3 
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GDI 
Instructions: Below are 10 sets with 3 statements in each set. Please read all 3 statements very 
carefully and then place a mark next to the statement that best describes how you have been in 
the past two weeks. 
Item 1 
I am sad once in a while. 
I am sad many times 
I am sad all the time. 
Item 6 
Things bother me all the time. 
Things bother me many times. 
Things bother me once in a while. 
Item 2 
Nothing will ever work out for me 
I am not sure if things will work out 
for me. 
Things will work out for me O.K. 
Item 7 
_IlookO.K. 
There are some bad things about my 
looks. 
I look ugly. 
Item 3 
I do most things O.K. 
I do many things wrong. 
I do everything wrong. 
Item 8 
I do not feel alone. 
I feel alone many times. 
I feel alone all the time. 
Item 4 
I hate myself. 
I do not like myself. 
I like myself 
Item 9 
I have plenty of friends. 
I have some friends but I wish I had 
more. 
I do not have any friends. 
Item 5 
I feel like crying every day. 
I feel like crying many days. 
I feel like crying once in a while. 
Item 10 
Nobody really loves me. 
I am not sure if anybody loves me. 
I am sure that somebody loves me. 
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Child Report of Parent Coping Efficacy 
Instructions: 
How much do you agree or disagree with the following statements about your parent's 
ability to deal with childhood cancer. 
StTpngly 
Disagree Disagr?? Agree 
Stron?lv 
Agree 
1. If anyone can find an answer to the problems caused by 
childhood cancer, my parent's can. 1 2 J 4 
2. I beheve that my parents have all the skills they need to 
deal with childhood cancer. 1 2 3 4 
3. Other parents could solve their cancer related problems 
they would approach them like my parents do. 1 2 3 4 
4. My parents always find an answer to the problems caus 
childhood cancer. 1 2 3 4 
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Social Support Rating Scale 
Sometimes when people are unhappy other people help them feel better. Please tell us how much 
help each person on the following list has been to you when you have been upset about your 
(brother's or sister's) cancer. 
(1) not helpful at all (2) somewhat helpful (3) very helpful 
Mother I 2 3 
Father 1 2 3 
Brothers and Sisters 1 2 3 
Grandparents I 2 3 
aunts or uncles 1 2 3 
friends 1 2 3 
teachers I 2 3 
minister or priest 1 2 3 
Doctors I 2 3 
Nurses I 2 3 
Social Workers 1 2 3 
Counselors 1 2 3 
other 1 2 3 
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Permission for Physicians to Release Information 
(YOUR NAME 
YOUR ADDRESS (CITY/STATE/ZIPCODE) 
YOUR CHILD'S ONCOLOGY DOCTOR'S NAME 
THE DOCTORS ADDRESS 
THE DOCTORS CITY/STATE/ZIPCODE 
I give permission for 
(PRINT YOUR NAME HERE) 
Dr. or his office staff, 
(PRINT YOUR CHILD'S DOCTOR'S NAME HERE) 
to release information regarding the cancer diagnosis and treatment of my child. The specific 
information includes diagnosis, prognosis at the time of diagnosis, type and site of treatment 
provided and current prognosis or prognosis at last contact if the patient is not currently being 
followed, and other information related to current functioning. I understand that this information 
will be used only for research purposes and that it will be not released to any other party for any 
reason. 
Parent Signature 
Date 
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Physician Questionnaire 
Please fill out the following questionnaire regarding the cancer treatment of 
as instructed by his or her parent on the accompanying 
permission slip and return in the envelope provided. 
Date of initial contact. 
Diagnosis. 
Type of treatment(s). 
Yes/No 
Surgery? Site 
Radiation Therapy? Site 
Chemotherapy? Agents used 
Length of treatment. 
Prognosis at termination of treatment 
Complications. 
Date of last contact. 
Prognosis at last contact 
If there are any other treatment related issues that you believe would be relevant to the patients 
current functioning please write them on the back of this form. 
Thank you for your time and cooperation. 
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